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Introduction to the Portfolio
This portfolio contains work completed during the Doctorate of
Psychology (PsychD) clinical training course. This volume comprises three sections:
academic, clinical and research.
The academic section contains the Professional Issues Essay, two problem-based 
learning accounts and two Personal and Professional Learning and Development 
Group (PPDLG) process account summaries.
The clinical section contains a summary of all five placements.
The research section contains a research log checklist, the Service Related Research 
Project (SRRP) completed in Year 1, an abstract of the qualitative research project 
completed in Year 1 and the major research project, completed in Year 3.
The work presented in this portfolio reflects the range of client groups, presenting 
problems and psychological approaches covered during the course. All identifying 
details have been changed or removed in this portfolio in order to maintain 
confidentiality and anonymity.
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Academic Section
Literature Review:
What is the status of a diagnosis of Complex 
Posttraumatic Stress Disorder (CPTSD) and what is 
the evidence for the effectiveness of interventions with 
adults who have CPTSD-symptoms?
Abstract
The concept of Complex Posttraumatic Stress Disorder (CPTSD) (Courtois & Ford, 
2009) or Disorder of Extreme Stress Not Otherwise Specified (DESNOS) is one that 
has attracted debate and controversy. Is it a separate entity from Posttraumatic Stress 
Disorder (PTSD), already in DSM IV? (American Psychiatric Association, 2000; 
Courtois, 2008; Ford, Courtois, Steele, van der Hart & Nijenhuis, 2005; Korn & 
Leeds, 2002;). Perhaps as a result of this diagnostic difficulty, attempts to establish 
effective treatment approaches have been scant. This is surprising considering the 
amount of people with CPTSD-symptoms within psychiatric populations (Courtois, 
2008). A consensus of research suggests that CPTSD exists as a separate diagnostic 
entity to PTSD and that treatment is best attempted through a transtheoretical 
approach which uses empirically-supported protocol-based treatments within the 
wider context of a three-phase meta-model. This involves a focus on the client 
achieving emotional self-regulation skills and a secure attachment within the 
therapeutic relationship before more specific trauma-focused work is attempted 
(Courtois, 2008; Korn & Leeds, 2002; Pearlman & Courtois, 2005; Resick, Pallavi & 
Griffin, 2003).
Introduction
Declaration o f Interest
This topic area is of interest to me for two reasons. Firstly, in my previous clinical 
experience (forensic), it occurred to me that many clients who had a primary 
diagnosis of a personality disorder (usually antisocial or narcissistic) also had
complex histories of abuse that did not seem to be addressed in their treatment plans. 
I had a discussion with a patient who had been convicted of murder about what he 
thought of his additional diagnosis of Posttraumatic Stress Disorder. He appeared 
bewildered by the expectation that he would participate in therapy which he did not 
feel able (yet) to manage emotionally. His confusion made me think about how 
conceptualising trauma raises questions about diagnosis and the politics of treatment 
relevant for the discipline of psychology as a whole. Secondly, my Service Related 
Research Project (SRRP) is related to how Complex Trauma and Dissociative 
Spectrum Disorders are understood and treated within the Trust, and as such I 
wanted to gain a greater understanding of the current position on these topics.
Much of the literature in this area is theoretical and as neither CPTSD nor DESNOS 
are currently recognised as diagnoses within DSM IV, (American Psychiatric 
Association, 2000) research on treatment outcomes is scarce and the complexity of 
the area makes methodologically robust research difficult. This review aims to 
establish the status of evidence for a diagnosis of CPTSD and to evaluate what 
research has to say about what treatment might look like. If CPTSD is included in 
DSM V, as is currently under consideration, then it is likely that the National 
Institute of Clinical Excellence (NICE) will require treatment guidelines, and a 
synthesis of research into effective treatments will be vital.
Parameters o f  the Literature Review
The objective of this review is to examine the evidence for the diagnosis of CPTSD 
and evaluate treatments that address CPTSD symptoms. There is a great deal of 
literature on PTSD and its treatment. However, there is much less on CPTSD, which 
perhaps reflects its lack of current status as a diagnosis within DSM IV (American
Psychiatrie Association, 2000) or ICD-10 (World Health Organisation, 2007). As a 
result, research into effective treatments for CPTSD is limited by the contradiction 
that they are evaluating treatments for something which, arguably, does not exist. In 
this review, both theoretically-based literature and practical research have been 
examined.
Due to psychology’s mandate to endorse empirically-supported treatments, much of 
the work around CPTSD is based on findings from research with PTSD. The 
necessities and challenges of this approach are discussed. However, a comprehensive 
assessment of treatments for PTSD is beyond the scope of this review, and 
treatments which have been applied to CPTSD groups have instead been selected. 
Research on military populations has also been excluded as there is a developing 
separate body of literature in this area.
As CPTSD is known by various names, these were included in the search terms for 
the review. These are: ‘Complex Trauma,’ ‘Complex PTSD,’ ‘Disorders of Extreme 
Stress Not Otherwise Specified, ‘DESNOS’, and in databases these labels were 
included with the terms ‘treatment’ or ‘interventions’. The databases used were 
PsycINFO and ISI Web of Knowledge.
Finally, a note on language: Where the term ‘patient’ has been used in the literature, I 
have replicated this, but in my own analysis I have chosen to use the term ‘client.’
Trauma Diagnosis: From PTSD to CPTSD
It has been suggested that trauma has become an area of such interest in psychology 
due to the amount of trauma-inducing events the world has witnessed in the last 100 
years (Wilson, 1994). It seems likely, however, that this is more related to our
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increased awareness of such events through mass communication systems, as well as 
increasing accessibility of medical care which can identify people suffering from the 
effects of trauma in a way that was previously impossible. This raises the issue of 
whether adverse reactions to trauma are increasing, or whether we are just more 
adept at detecting or labelling it.
The concept of trauma has been subject to alteration and reclassification throughout 
its history. It appeared in Freud’s work in the guise of ‘traumatic neurosis’ (Wilson, 
1994) and it was this that formed the staple understanding of the subject in the 
medical and psychiatric profession until the end of the Vietnam War (Wilson, 1994). 
PTSD was first included in the third Diagnostic and Statistical Manual of Mental 
Disorders (DSM III) (Wilson, 1994) as a result of the need to name to the 
psychological stresses of war veterans returning from Vietnam. Controversy 
surrounded this diagnosis as something that was both event-specific and 
‘inappropriately medicalised political dissent,’ (Lemboke, 1998, cited in McNally, 
2003, p.230). This demonstrates the impact that the social and historical context can 
have on definitions and treatment within psychology, and that objective and 
‘scientifically’ validated research can in fact be value-laden. In any case, the label 
was routinely applied to other posttraumatic syndromes such as Rape Trauma 
Syndrome and Child Abuse Trauma (Courtois, 2008). However, research into 
Dissociative Disorders and their association with childhood abuse led to the 
conclusion that people who had experienced chronic trauma did not necessarily have 
the same psychological problems as those diagnosed with PTSD (Courtois, 2008).
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A New Conceptualisation of Chronic Trauma?
Problems such as depression, anxiety, dissociation, substance abuse, risk-taking 
behaviours and interpersonal problems were initially categorised as co-morbid with 
PTSD. (Courtois, 2008). Additionally, in many patients presenting for treatment, it 
was these features that appeared to be the most problematic (van der Kolk, Roth, 
Pelcovitz, Sunday, & Spinazzola, 2005). The recognition of CPTSD or DESNOS to 
represent this distinctive group was proposed (Courtois 2008; Pelcovitz, Roth, 
Mandel, Kaplan, Resick & van der Kolk, 1997). This form of trauma has been 
described as something ‘that occurs repeatedly and cumulatively, usually over a 
period of time and within specific relationships and contexts’ (Courtois, 2008, p.86). 
Clinicians and researchers began to recognise that victims of childhood abuse had 
experienced a complex process rather than a series of discrete episodes which often 
featured severe neglect and emotional invalidation. It was hypothesised that an 
environment of chronic abuse or neglect was strongly predictive of the development 
of psychiatric symptoms and of someone becoming a psychiatric patient. Indeed, a 
significant amount of psychiatric patients (40-70%) have been victims of abuse (van 
der Kolk, Roth, Pelcovitz, Sunday, & Spinazzola, 2005). As much of this theory was 
developed based on work with survivors of childhood abuse, it could be subject to 
the same criticism as work on PTSD: it is population-specific, and thus its 
extrapolation to other populations needs to be substantiated.
It has been observed that patients who have experienced abuse and meet the criteria 
for PTSD also demonstrate symptoms in the cognitive, social and affective domains, 
resulting in problems with their sense of self, the formation and maintenance of 
secure relationships and in emotional regulation and impulse control (Korn & Leeds,
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2002). Additionally, if trauma was chronic and occurred early in the lifespan, people 
are more likely to have symptoms surplus to those of PTSD. Trauma with its roots in 
the interpersonal domain also increases the risk of developing the ‘associated 
features’ of PTSD than would events such as an accident (Korn & Leeds, 2002). This 
evidence seems to support a distinct category for CPTSD, or at least demonstrates 
the need for a concept to account for experiences not accounted for by PTSD.
In DSM IV, 27 core symptoms which formed the ‘associated features’ of PTSD were 
isolated (Korn & Leeds, 2002). Field trials found support for seven symptom areas 
that did not fit PTSD criteria. These were problems with: affect and impulse control, 
attention or consciousness, self-perception, perception of the trauma-perpetrator, 
relationships, systems of meaning and somatisation (Courtois, 2008; van der Kolk et 
al., 2005). Although such symptom clusters could be co-morbid with PTSD 
(Courtois, 2008; Pelcovitz et al., 1997), it remained controversial whether CPTSD 
could exist independently. Later research found that a group of military veterans 
undergoing treatment for PTSD failed to meet the criteria for PTSD but did fit into 
the symptom categorisation for CPTSD. This suggests PTSD and CPTSD are co- 
morbid but separate, and also that there might be something particular about 
experiencing CPTSD that makes sufferers more likely to seek treatment (Ford, 
1999). Further research that focuses on the specifics of exposure to traumatic events 
is required.
Diagnostic Debate and Controversy
Does making CPTSD a discrete diagnosis increase the labelling and pathologising of 
people or does it confer the positive benefit of naming distress? The DSM IV both 
informs and guides assessments and interventions, so are clients with CPTSD-
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symptoms missing out on effective treatment? Current NICE guidelines do not 
mention CPTSD, and as such, clients presenting with these symptoms are likely to be 
categorized as having PTSD (which has extensive guidelines and evidence based 
treatments). As the proposed criteria for CPTSD overlap with other diagnoses such 
as Borderline Personality Disorder (BPD), Generalised Anxiety Disorder (GAD) and 
Major Depressive Disorder, it seems to cut across the current diagnostic system 
entirely as well as highlighting a lack of diagnostic flexibility to account for the 
unique symptoms and circumstances that any client might present. Although treating 
CPTSD according to individual client presentation might make intuitive sense, 
psychology’s drive to find empirical support for intervention means the debate on 
CPTSD is part of a battle where ‘the emergence of new knowledge is accompanied 
by a struggle to gain authenticity,’ (Padykula, 2010, p246).
Evidence for CPTSD as a separate diagnostic entity is further clouded by the 
suggestion that there is a strong relationship between trauma experienced in 
childhood and the subsequent development of Borderline Personality Disorder. It has 
been noted that BPD ’perhaps more than any other diagnosis, has been viewed as a 
posttraumatic personality and relational adaptation to childhood abuse and neglect 
including disruptions of attachment and bonding’ (Korn & Leeds, 2002, p. 1466). 
Whilst this does make the question of diagnosis more complicated, it suggests that, 
due to the proportion of psychiatric patients suffering from BPD, research into 
effective treatments for CPTSD-symptoms is much needed and could be far- 
reaching. It seems there is evidence for CPTSD as a separate disorder and that 
recognising it would facilitate further research in this area, offer recognition for 
distressed clients and allow the development of treatment packages. However, these
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endeavours appear hampered by the complexity of client presentations, and the 
nature of how diagnosis and treatment develop within psychology. At the current 
time it is unclear whether CPTSD/DESNOS will be included in some form in DSM 
V (American Psychiatric Association, 2010).
Treatment
As there is still debate surrounding whether CPTSD is a legitimate category, it is 
perhaps not surprising there have not been any definitive answers about the best way 
to treat it. That said, much progress has been made in terms of what treatment might 
look like and the form it might take (Courtois, 2008; Courtois & Ford, 2009; Ford et 
al., 2005). Many researchers appear to agree that the best way to approach treatment 
of CPTSD is in a way that is ‘phase-oriented, multimodal and skill-focused’ 
(Courtois, 2008; Korn & Leeds, 2002). For the purposes of evaluating treatment, it 
will be assumed that CPTSD can be considered a separate category.
There are two major problems with evaluating treatment efficacy for CPTSD. Firstly, 
there has of course been relatively little research in this area. The second problem is 
that PTSD research (which forms the basis of much CPTSD research) was based on 
specific populations: war veterans, survivors of serious car accidents, and rape 
victims (Ford et al., 2005) and thus its applicability is questionable. However, the 
CPTSD debate demonstrates that, although there is overlap between PTSD and 
CPTSD, as they involve different symptoms it does not necessarily follow that what 
an effective treatment for PTSD will work for Complex PTSD.
There appear to be two viewpoints around research into treating CPTSD (Courtois & 
Ford, 2009; Kilpatrick, 2005). The first advocates empirical research as legitimising
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treatment approaches. If an evidence-based intervention is available for a particular 
disorder, then it should be privileged in clinical practice. Therefore, as there is a lot 
of research on treating PTSD, these treatments should be used in the absence of 
anything better. This allows the standardisation of client experience, and the 
promotion of a knowledge base from which conclusions about what does and doesn’t 
work can be drawn (Kilpatrick, 2005).
The second position is that research into CPTSD treatment is flawed and therefore 
not much use in reality (Kilpatrick, 2005). As funding for treatments can usually only 
be secured if there is an evidence base for their efficacy, and most evidence-based 
treatments focus on PTSD, it is these treatments that are given more weight at the 
expense of more under-researched approaches. This paints a false picture of what 
might actually be effective (Kilpatrick, 2005). This is a circular problem because 
whilst CPTSD resists comprehensive empirical research, it is difficult to see how 
progress can be made on the basis of anything else. In terms of this review it means 
that much CPTSD treatment literature is theory-based and the field would benefit 
from more empirical research.
Treatments based on PTSD
Extensive research has been conducted into effective treatments for PTSD. Given 
that CPTSD overlaps with PTSD it makes sense to consider it. PTSD interventions 
generally involve behavioural approaches such as Systematic Desensitisation and 
Exposure, and cognitive approaches that focus on the meaning the individual 
ascribes to the trauma (Roth & Fonagy, 2005). These approaches, together with 
techniques such as Eye Movement Desensitising and Reprocessing (EMDR), impact 
significantly on self-reported PTSD symptoms and are most effective in combination
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with drugs such as Selective Serotonin Reuptake Inhibitors (SSRIs) (Roth & Fonagy, 
2005). There is limited evidence for the efficacy of psychodynamic approaches 
(although this could be due to a lack of research); however, some work being carried 
out in Germany seems to suggest that it can be useful in combination with other 
treatments and with an emphasis on self-regulation (Lampe, Mitmansgruber, Gast, 
Schussler, & Reddeman, 2008).
Whilst these approaches have been effective in treating PTSD, it is unclear how 
effective they are with CPTSD. This would suggest that while CBT or EMDR could 
be useful, they might not be enough on their own to effect change. It has been found 
that problems which are interpersonal in nature do not respond well to this type of 
treatment (Cohen & Hien, 2006), and that applying PTSD treatment to CPTSD 
clients could even be harmful if not preceded by work focusing on the toleration 
trauma-related negative emotions (Courtois, 2008).
CPTSD-specific Treatments
Some research has investigated the applicability of CBT treatments for PTSD to 
CPTSD clients. A randomised trial found that Cognitive Processing Therapy (CPT) 
(a manualised therapy attempting to alter trauma-related beliefs) and Prolonged 
Exposure were equally effective in addressing CPTSD symptoms. In this trial, 42% 
of the sample reported histories of child sexual abuse and the research showed that 
despite more severe problems with self-regulation, this group benefited to the same 
degree from either CPT or Exposure. (Resick, Pallavi, & Griffin, 2003). CPT has 
subsequently been developed into a specific programme which focuses on the 
symptoms of female survivors of child sexual abuse. This has been found to be 
effective in reducing both symptoms of PTSD and trauma-related beliefs. These
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findings are likely to be robust as the study was methodologically strong and had a 
large sample (Resick et ah, 2003).
Another CBT-based intervention, ‘Skills Training in Affect and Interpersonal 
Regulation with Modified Prolonged Exposure (STAIR-MPE) (Cloitre, Koenen, 
Cohen, & Han, 2002, cited in Resick et al., 2003) aims to teach practical skills for 
emotional self-management in interpersonal contexts as well as distress tolerance and 
mood regulation, all of which address needs particular to the CPTSD population. 
Further sessions take a traumatic memory exposure approach. In a randomised 
control trial STAIR-MPE resulted in a reduction in problems with interpersonal 
relationships as well as better mood regulation skills and fewer PTSD symptoms 
(Cloitre, Koenen, Cohen & Han, 2002, cited in Resick et al., 2003). This was 
specifically for female survivors of child sexual abuse however. An important factor 
of this trial was that it had a low dropout rate (less than 15%) which could suggest 
that it is important to focus on skills of self-regulation before working on trauma- 
specific memories (Resick et ah, 2003). This is supported by some of the reflections 
of other researchers (Courtois, 2008; Ford et al., 2005).
Treatments Within a 3-Phase Meta-Model
It has been suggested that integration of different PTSD treatments is an under­
researched area, and that it is clinical judgement that is the most important factor in 
selecting a treatment pathway (Roth & Fonagy, 2005). Research has led to the 
development of a meta-model for treatment of CPTSD. The fundamental principle of 
this meta-model is that a client must develop self-management skills and emotional 
safety in conjunction with the therapist before more CBT-based approaches are 
applied (Courtois, 2008). This model has been developed based on clinical
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observation according to a consensus between researchers adopting a case-study 
approach (Cohen & Hien, 2006; Courtois 2008; Courtois & Ford, 2009; Ford et al., 
2005; Kom & Leeds, 2002; Pearlman & Courtois, 2005). This meta-model could 
provide a pragmatic framework within which more focused research might be carried 
out in the future and could ‘aid clinicians and researchers in developing replicable 
protocols operationalising the model and its phases to rigorously and empirically test 
the model’s efficacy, effectiveness and utility,’ (Ford et al., 2005).
The first phase of the model involves forming a strong therapeutic alliance and 
focusing on the client’s safety within that context. This involves working on 
emotional stabilisation, focusing on areas like suicidal ideation, impulsiveness and 
dissociative behaviours. The goal of this phase is to develop emotional self- 
regulatory skills that will facilitate the next phases of treatment (Courtois, 2008).
The second phase focuses more on the trauma itself, and includes revisiting traumatic 
memories with a view to achieving a more coherent and organised autobiographical 
memory. This could include exposure and narrative-based techniques which deal 
with the ‘story’ of the trauma or maybe a specialised technique such as EMDR. It 
requires the client to make use of the skills developed in the first stage of treatment 
and not to revert to maladaptive coping styles (Courtois, 2008). Psychoeducation is 
vital as it both explains the process of treatment and helps clients to understand and 
manage their symptoms.
The third phase maximizes and enhances the client’s current life circumstances 
whilst aiming to foster meaningful personal relationships and improving emotional 
self-regulation. It also deals with the conclusion of treatment and the associated 
difficulties of loss of security and abandonment (Courtois, 2008). The treatment style
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is one of collaboration and joint exploration between therapist and client so that the 
relationship becomes a functional aspect of the treatment itself. This has a 
psychodynamic flavour, but does not appear to have been greatly researched.
One reason that the therapeutic relationship is of such key significance is the 
prevalence amongst CPTSD clients of disorganised or insecure attachment patterns, 
(Ford et al., 2005). Due to the chronic and interpersonal nature of many experiences 
of trauma, clients are unlikely to have been exposed to models of emotional self- 
regulation that allowed their own development of these skills. Some research has also 
suggested that attachment issues need addressing specifically as part of CPTSD 
treatment (Pearlman & Courtois, 2005). This should take place within the therapeutic 
relationship, where work can be conducted that focuses on safety, trust, intimacy, 
control, affect tolerance, self worth and connection (Pearlman & Courtois, 2005). 
The assumption is that attachment difficulties can be resolved as a secure attachment 
to the therapist promotes the development of interpersonal skills, the prevention of 
self-sabotaging behaviours, such as demanding help but then being ambivalent about 
it (Ford et al, 2005) and dissociative behaviour management. Psychodynamic factors 
such as the therapist’s countertransference responses to the clients’ disorganised 
relational style are also important. (Pearlman & Courtois, 2005). Overall, this 
approach supports the idea that it is the relationship with the therapist that is most 
important in successful outcome and also the general consensus that experienced 
clinical judgement is required to effectively steer treatment for Complex PTSD 
clients. This demonstrates a fundamental difference to treating PTSD, as it is a 
recognition that emotional dysregulation is likely to impede attempts at treatment 
unless it is made a primary focus.
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Under the umbrella of the 3-phase meta-model, research shows that interventions 
targeting specific skill deficits are useful. There are several interventions focusing on 
self-regulation, improving interpersonal skills and emotional affect regulation. 
Interpersonal and Affect Regulation Therapies (lATs) are based on CBT but differ 
from it in several key ways: they prioritise skills for affect regulation rather than 
cognitive re-evaluation, they use traumatic experiences to explore interpersonal 
problems and emotions, and they use therapeutic attachment to examine self­
regulation (Ford et al., 2005). This marks a moving away from more traditional 
CBT-based therapies which, being evidence-based, are often privileged in clinical 
guidelines for treatment.
lAP interventions do not only have to take place on a one-to-one basis. The ‘Trauma 
Recovery and Empowerment Model’ (TREM) (Fallot & Harris, 2002)is a group 
psychoeducational programme working on re-establishing the social development 
that was interrupted by trauma, followed by disclosure and reintegration of traumatic 
memories into a coherent narrative. This intervention has been associated with 
reductions in trauma symptoms and improvements in self-regulation (Fallot & 
Harris, 2002).
Similarly, Present Centred Therapy (PCT) (Ford et al., 2005) and ‘Present-focused 
Group Therapy’ (PFGT) (Spiegel, Classen, Thurston, & Butler, 2004, cited in Ford et 
al., 2005) address self-regulation through social problem-solving skills and also use 
psychoeducation to understand the impact of trauma on relationship issues. A 
randomised trial shows PCT is associated with reductions in emotional dysregulation 
whilst a pilot study found that PFGT resulted in a reduction in trauma symptoms as 
well as other risky behaviours (Ford et al., 2005).
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Further interventions focus more on emotional experience. Two group and individual 
treatments that have their roots in Gestalt therapy, ‘Trauma-Focused Group Therapy’ 
(TFGT) (Ford et al., 2005) and ‘Emotion Focused Therapy’ (EFT) (Paivio & 
Nieuwenhuis, 2001) focus on traumatic memories of abuse in childhood and promote 
the overcoming of associated negative emotions. A quasi-experiment found that EFT 
was associated with cross-domain symptom improvements maintained at a 9-month 
follow up. A randomised study with survivors of child abuse found that EFT created 
a significant reduction in reported negative emotions and improved interpersonal 
skills (Paivio & Nieuwenhuis, 2001) and a pilot study found that TFGT resulted in 
improved interpersonal functioning and a reduction in trauma symptoms and risky 
behaviours (Ford et al., 2005). A key emphasis in these treatments is an 
understanding and awareness of emotion, rather than avoiding it. This fits neatly in 
with the first phase of the3-phase meta-model as well as with a consensus of 
clinicians (Courtois, 2008).
Eye Movement Desensitisation and Reprocessing (EMDR) has been found effective 
in promoting change in specifically targeted memories in both their positive and 
negative associations (Kom & Leeds, 2002). This has obvious applicability to 
traumatic memories. It has been noted that often, CPTSD clients do not meet the 
required readiness criteria for EMDR treatment in that they often demonstrate 
dissociative behaviours and emotional lability (Kom & Leeds, 2002). However, a 
particular protocol in EMDR, ‘Resource Development and Installation’ (RDI) has 
been suggested as an effective intervention specifically within the CPTSD meta­
model’s initial phase which focuses on emotional stabilisation. Whilst evidence for 
this is only preliminary and must be questioned as it is based on a small number of
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case studies, it does seem to lend weight to the case for using a variety of methods 
within the context of the CPTSD meta-model, and warrants further research.
A further treatment which could be effective for CPTSD is Dialectical Behaviour 
Therapy (DBT). DBT has been supported as a treatment for treatment of Borderline 
Personality Disorder (Linehan, 1993, cited in Wagner, Rizvi & Hamed, 2007), and 
considering that some research suggests that CPTSD in fact embodies many of the 
experiences and symptoms of BPD clients, it makes sense to consider applying DBT 
to the CPTSD group.
DBT is principal-driven rather than a protocol-driven (Wagner et al., 2007). This is 
important in that it allows a degree of flexibility for the addressing of diverse client 
variables. It also privileges a focus on current functional impairment rather than 
delving straight into trauma, which fits in with the CPTSD meta-model. It also 
suggests that improvements in function can be achieved without an immediate focus 
on trauma itself.
Targeting problematic emotional behaviours which might interfere in therapy is one 
of the first goals of DBT. Research based on case-studies has suggested that as there 
is a lack of empirically supported treatments for CPTSD, then an approach such as 
DBT which is built on principles about promoting change which are empirically 
supported is the best option (Wagner et al., 2007). Problems which relate more 
directly to trauma are treated only if they have an effect or impact on current 
functioning or goals, and they are not addressed until clients have established the 
ability to tolerate strong emotions. Also, DBT assumes the simultaneous existence of 
oppositional realities, which represents a tension which is necessary for change to
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occur. This seems to legitimize the existence of contradictory emotions, which may 
resonate with and be useful for CPTSD sufferers (Wagner et al., 2007).
Conclusion
There appears to be a great deal of controversy amongst researchers and clinicians 
around whether or not CPTSD should exist as a separate diagnostic category and 
what represents best practice in its treatment. On reflection it appears that there is 
sufficient evidence for including a separate diagnosis of CPTSD or DESNOS in 
DSM V. This is both because of what the research literature suggests, and also, 
thinking in pragmatic terms of how research and interventions are funded, because it 
would facilitate more targeted research and open treatment doors for what appears to 
be a significant group of people. However, it currently does not make sense to try 
and establish a standardised treatment approach for CPTSD when sufferers do not fit 
into a standard case formulation. Any one protocol-based treatment may not be 
useful as it might not address the ‘unique constellation of problems and maintaining 
factors of complex clients’ (Wagner et al., 2007, p.399). Instead, comprehensive 
theory-driven research needs to be carried out in order to refine hypotheses about 
CPTSD and improve the evidence base for over-arching themes of treatment.
Currently, a multi-modal and transtheoretical approach appears to be the best way to 
approach treatment with clients with CPTSD (Courtois, 2008). This would take the 
form of a working within a meta-model that focuses first on emotional stabilisation, 
followed by more trauma-focused work, and then finally, skills and self-management 
for the future. Within this meta-model, other treatments such as specific CBT 
approaches or EMDR might be included. In practical terms, as the symptom picture 
for sufferers of CPTSD is so varied, an approach which embraces all current
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knowledge in the treatment literature and takes a needs-led approach to designing 
treatment plans is the most likely to provide positive outcomes. In this way the 
experience and judgement of clinicians working with the CPTSD population are 
vital.
The outcome of these debates will have a significant impact on me as a trainee 
clinical psychologist. Not only will it have implications for the NHS in terms of 
service provision for this client group, but it will also influence the way 1 might 
assess and treat clients in the future. As leadership is increasingly a core skill clinical 
psychologists are expected to have, 1 would hope that this approach will allow me to 
encourage the recognition of this group, as well as to work within an evidence-based 
model to aim to provide a comprehensive and needs-led service to a group who 
perhaps are not currently having their needs met.
The CPTSD debate represents some significant issues for psychology: Why are we 
striving for empirical validation in a population that our profession does not 
recognise? Will the conceptual ‘bracket creep’ that has occurred in PTSD (McNally,
2003) similarly affect CPTSD? Also, more widely than this, what does recovery 
mean for clients with CPTSD symptoms? What would it look like and how could it 
be conceptualised? Presumably if symptoms and circumstances are so diverse then 
recovery would look very different depending on the client. It follows that unless 
aiming for the same goal, measuring treatment outcomes for this population will 
remain difficult. It is also important to note that the research literature lacks diversity 
in its ethno-cultural focus, and it may well be that what researchers describe as 
CPTSD differs in its presentations, conceptualisations and meanings in different 
cultures and populations. Further research is needed to address this.
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However, whilst this debate continues, there remains the issue that whilst we are 
waiting for research to legitimise and support both diagnosis and treatment, there are 
plenty of distressed clients who are in need of help.
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Professional Issues Essay:
How do you see ‘recovery’ operating for children, 
older adults or carers?
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According to Mike Slade, author o f *100 Ways to Support Recovery: a Guide for  
Mental Health Professionals^ (Rethink, 2009), recovery is a process of  
changing one^s attitudes, values, feelings, goals, skills, and/or roles. It is a way o f  
living a satisfying, hopeful, and contributing life even within the limitations caused 
by illness.” How do you see ^recovery* operating for children, older adults or 
carers?
The idea of recovery as a philosophy of care within mental health is one that has 
been gathering weight in recent times (Roberts & Wolfson, 2004). It appears in 
service philosophies (Surrey and Borders Annual Plan, 2011/12), in national health 
policy (Department of Health, 2011) and also in the service user-led ethos of third 
sector organisations such as Rethink. Recovery has also featured in the media as 
something we should be moving towards (Guardian, 2010). However, despite this 
growing cultural currency, it seems unclear exactly what recovery means. What do 
different people understand by the word ‘recovery?’ What implications might this 
have for service organisation and the work of professionals such as clinical 
psychologists?
Whilst these issues are important for mental health across all sections of society, this 
essay aims to address them within the specific context of older adults. As the 
population of the UK is ageing, the health of older adults is something of increasing 
concern. It is anticipated that by 2021 there will be over a million people suffering 
from the dementia in the UK. (Alzheimer’s Society, 2011). Aside from this, the very 
fact that people are living longer means there are more people in later life needing 
support with other mental health issues such as anxiety and depression, particularly
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in the context of changes in identity as they age or if they experience losses within 
families and friendships. There is a dearth of research about how recovery might 
look within such a heterogeneous group, but in order to be prepared for the 
challenges of caring for this population in the future, it is important to consider how 
concepts such as recovery might help maximise resources, consequently giving older 
people the best possible opportunity to continue to live fulfilling lives whatever their 
health status.
A consideration of how recovery might operate for older adults needs to consider 
what it might be that they are recovering yrom. Although this raises many questions 
about the nature and definition of mental illness (a point to be returned to later), I 
have chosen to focus here on four areas: firstly, the context of recovery-oriented 
practice; secondly, how recovery might operate for an older adult suffering from 
depression; thirdly, the challenges that the concept of recovery faces when 
considered in terms of degenerative conditions such as dementia and lastly, the 
impact of taking a recovery approach for staff working with older adults. I have at 
times drawn on my clinical experience in addressing these questions and also to 
promote reflexivity in my thinking.
The context of recovery in mental health: From national policy to the role of 
clinical psychologists
The idea of promoting recovery is one that is supported by developments in national 
policy over the last few years. Research carried out by The Sainsbury Centre for 
Mental Health (SCMH) which contributed to three policy papers between 2008 and
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2009, set forth key recommendations for recovery-oriented practice. These included 
themes such as personal empowerment and person-centred planning. Replacing the 
National Framework for Mental Health, the document ‘New Horizons: A shared 
vision for mental health’ (DoH, December 2009) privileges the concepts of ‘hope, 
self-determination and opportunity’ as well as the ‘partnership between service user 
and practitioner.’ (p24) as being of fundamental importance.
At the level of policy then, it seems that the concept of recovery is about a wider 
understanding of how services as a whole might promote mental health more 
effectively. Ian Macpherson, writing in 'Looking Ahead: the next 25 years in mental 
health' (SCMH, 2010) remarks that ‘We need to remember that recovery is not just 
about individuals, but how we collectively engage in promoting changes that make a 
real difference, rather than allow current pressures to reinforce professional or 
organisational territoriality.’
What emerges from these shifts in policy is that we are (or should be?) moving away 
from a medical model of mental health. Taking a recovery-oriented approach offers 
increased quality of life and better social inclusion for the individual through reduced 
stigma, greater understanding within the local community, and changes in services 
and professional approaches. Considering that it is expected that a fundamental 
aspect of the work of a clinical psychologist will be taking on leadership roles (New 
Ways of Working, British Psychological Society, 2007), it is important to consider 
how the work of psychologists might fit into this framework, for example by 
promoting person-centred planning within multi-disciplinary teams. It is evident 
from the policy papers mentioned above that whilst the broad theme of recovery- 
oriented practice is endorsed, it is not often expanded upon in terms of what this
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means for the everyday life of individuals or how professionals might go about 
encouraging this approach with clients. As clinical psychologists also have a 
responsibility for the supervision of other staff, a consideration of practical ways in 
which clinicians can promote recovery-oriented practice with clients is also vital.
What does recovery mean to whom? The perspective of older adults
In the Rethink document in the title of this essay, the concept of recovery appears to 
have two parts. Firstly, it is a movement involving a change in attitudes towards 
mental health issues and secondly, it is a movement towards allowing service users 
to lead a more personally fulfilling life. It is of course important to understand cohort 
beliefs when considering how the recovery movement might be understood by older 
adults. This is in itself problematic, as the group we define as ‘older adults’ may 
themselves reject this label, and indeed such a group may encompass a wide age 
range and clinical profile. In my clinical work with older people, I asked some clients 
about what recovery means to them, and their answers varied from ‘it just means 
getting on with things’ to ‘It means I would be like I was 25 again,’ which 
demonstrates the uniqueness of individual understandings of the word (these 
comments are included with clients’ consent).
The very use of the word ‘recovery’ carries an implication that someone has been ill 
or had something ‘wrong’ with them, which is a conceptualisation of mental health 
problems that might be challenged on social constructionist grounds: Exactly who is 
mental illness a problem for in the first place? (Bentall, 2009). However, there 
appears to be a larger shift within mental health philosophy which seeks to challenge 
the medical model of mental illness where people are ‘treated’ for ‘problems’ as they 
might be if they had physical health issues. Indeed, it could be argued that it is only a
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historical accident that our understandings of mental illness are on a par with 
physical disorder, and that such a conceptualisation has actually hampered both our 
understanding of mental health issues as well as the ability of those suffering from 
them to be able to live their lives in the best way that they can (Bentall, 2009). 
However, some have also argued that to view social and medical models of mental 
illness as in direct opposition to each other is an unhelpful distinction, based upon a 
reaction against a caricature of inhumane psychiatric practice of the past (Shah & 
Mountain, 2007).
The idea of recovery-oriented practice is caught up in such a debate. It is a particular 
time-bound cultural and political framework that supports the idea of a recovery 
model, and in discourses about this, it is positioned as the ‘right’ approach. However, 
in the case of older people, such a framework could seem alien or even unhelpful. In 
my clinical placement, I have found that some older clients have appeared 
bewildered by the idea of working collaboratively with a psychologist, have referred 
to me as ‘the doctor’ (despite my explaining my trainee role to them) and appear to 
be strongly influenced by (and comfortable with) a medical model’s understanding of 
their problems. A client I have been seeing for obsessive compulsive disorder (OCD) 
felt that ‘just talking’ would not help her as she was ‘mad’ and needed medication to 
get better. Explaining the rationale and evidence base for CBT for OCD to her, she 
felt that if this treatment couldn’t ‘definitely cure’ her there was no point trying it. 
Further, she found it difficult to see how she might be able to live a fulfilling life in 
spite of her problems.
This seems to raise an interesting ethical dilemma. The older people I work with 
have had a very different cultural experience of understanding mental health to me.
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Sometimes older adults who are used to being treated within a medical model may 
feel under-supported if the professional with whom they are working does not take a 
‘lead’ role directing the person towards things which will ‘cure’ their problem. If the 
concept of the recovery model as I understand it does not fit in with their 
understandings, should I be trying to fit them into this model at all? This has 
implications for diversity as well; although it might be in contradiction with current 
best practice to hold a more medical model of mental illness, surely it would be 
important to respect the diversity of views on this and in the true spirit of patient- 
centred care, adopt a way of working that the client feels comfortable with? After all, 
true person centred planning would need to accept and validate a person’s preferred 
way of receiving services, whether or not these are in line with current trends in 
mental health policy.
It is in the midst of dilemmas such as these that I believe the real challenge is in 
conceptualising recovery for older people. It has to be about what it means for the 
individual concerned even if that might feel like it is out of synch with the recovery 
model itself. This may seem like a contradiction but I think it is one that has to exist 
in order to engage fully with the true spirit of recovery. Perhaps this circularity is a 
weakness inherent in the recovery model as a concept.
Problems in applying the recovery approach
This seems to be a subtlety that is under-explored in the Rethink document ‘100 
Ways to Support Recovery: a Guide for Mental Health Professionals’ (Rethink, 
2009), and is part of what seems to be conflicting cultural messages around some of 
these issues. One example is where Slade states that people with mental health 
problems are ‘normal’ and want to do ‘normal things,’ yet a few paragraphs later
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goes on to stress the importance of the uniqueness of every individual’s pathway to 
recovery. It is difficult to see how anyone could define what is ‘normal’ and what a 
‘normal’ thing to do might be. I would argue that this is still embodying an attitude 
of stigma as it seems to be saying an individual recovery journey is important, as 
long as the things you want to do fit in with what everyone else in society thinks of 
as normal.
However, this idea of accessing ‘normal’ life is disputed within the recovery 
literature itself. Deegan (1996) has defined the goal of recovery as ‘not to become 
normal. The goal is to embrace the human vocation of becoming more deeply, more 
fully human.’ Slade (2009) conceptualises recovery as an approach which should 
include the development of hope, a strong sense of personal identity, supportive 
relationships, empowerment and social inclusion. It is interesting to note that these 
things are being positioned here as ‘good’ things that a person ‘should’ strive for. 
Whilst of course this may be the case, I believe it is important to consider issues of 
diversity and difference here, as it could be argued that in some cultures (of which 
there are representatives within UK mental health services), individual empowerment 
might not be viewed as important as being part of a collective community, as 
independence is not prized in all cultures.
Slade states that for the Rethink document, he gathered his thoughts from recovery 
practices in Europe, the US and Australia. This of course raises the question that it 
might be possible to learn something about the diversity of meanings and 
understandings around recovery from non-Western cultures. Given the increasing 
diversity of the UK population, and the importance of achieving ‘cultural
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competence’ within UK services this seems an important point which could be 
explored further.
An example of recovery In older adults - Wellness v illness: Retelling the story.
Perhaps the most useful way to conceptualise recovery for older people is looking at 
how it focuses on wellness and not on illness (Slade, 2009). Rethink (2009) 
highlights both self-identity and meaning as key aspects of this. These two concepts 
are particularly useful in thinking about depression in older people. In the National 
Service Framework for older people. The Department of Health estimates that 10- 
15% of the population aged over 65 has depression, (DoH, 2007). Whilst I 
acknowledge that there are other approaches to treating depression, I have chosen to 
focus in detail here on how meaning-making might operate within a recovery 
framework.
In Erikson’s psychosocial model of development over the lifespan (Erikson, 1968) 
older adulthood is understood as a period of reflection on life, where the task is to 
look back over experiences and feel a sense of fulfilment. The conflict at this stage 
is between ego integrity and despair; a successful resolution would lead to feelings of 
wisdom and fulfilment, otherwise there may be distressing feelings of regret. 
Erikson’s theory has been criticised for portraying identity stages across the lifespan 
as sequential and tied to a particular age range and for not allowing for change and 
fluidity across different life stages (Brown & Lowis, 2003), which could be 
problematic for older adults with diverse life experiences. However, Erikson argued 
that the phases are not solidly boundaried but represent times where a conflict is 
more prominent (Erikson, 1968).
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Evidence suggests that such feelings of unresolved conflict may play a key part in 
the maintenance of depression in older adults (Laidlaw et al, 2003). Since both self- 
identity and meaning making are vital components of recovery (Rethink, 2009), it 
makes sense to look at approaches to working with older people that can promote a 
sense of review and integration.
It has been argued that there has been an over-reliance on medication to deal with 
depression in older adults, and that offering the person the chance to seek personal 
growth in their later years, through acceptance and integration is actually more 
beneficial (Butler 2002). Research shows that an effective intervention for depression 
in older adults is reminiscence therapy, where clients are invited to reflect on various 
aspects of their lives with a trained therapist (Scogin et al, 2005). A meta-analysis of 
fifteen controlled outcome studies (Bohlmeijer et al, 2007) found that there was a 
moderate influence of reminiscence therapy on both emotional wellbeing and life 
satisfaction. Specifically, it was found that an overall life review (going back over 
the person’s life and discussing points of regret and conflict with the therapist) was 
most effective. Although there has not been a great deal of research into the overall 
effectiveness of life review therapy, it appears to have positive outcomes (Haight, 
Michel and Hendrix, 2000).
Life review therapy directly supports recovery within an older adult population, as it 
aims to reduce depression, increase life satisfaction, improve self-esteem and self- 
care and support the person in coping with losses. It also offers an implicit 
acknowledgement that a client is the expert on their life, as well as providing 
opportunities for them to observe and acknowledge ways in which they have 
demonstrated mastery skills across a variety of life situations.
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A related approach that promotes recovery in terms of meaning making amongst 
older adults is narrative therapy. From a social constructionist position, narrative 
approaches hold that the stories people tell about themselves are of central 
importance to how they understand the world and their position within it (White & 
Epston, 1990). For an older adult, this might mean that their stories about 
themselves are very much shaped by the point in cultural and social history at which 
they occurred. This approach could facilitate recovery by encouraging clients to 
replace dominant ‘problem-saturated stories’ (White and Epston, 1990) with more 
empowering stories about their lives. For example, dominant discourses around 
mental health that an older person might have grown up alongside could suggest that, 
if they experience any mental distress, it is they themselves that is the ‘problem’. 
Inviting them to identify occasions on which they have overcome the ‘problem’, a 
‘unique outcome’ (White and Epston, 1990), allows them to challenge versions of 
events that they may feel conflict or regret about.
Research shows that a key feature of depression is a feeling of a lack of control, and 
that the ‘learned helplessness’ that arises from this is central to the maintenance of 
the cycle of depression (Seligman, 1975). This is a particular issue for older adults 
who may feel that their problems are so long-standing that they are too difficult to 
challenge. This is one reason why promoting recovery amongst this group is both a 
challenge and an imperative. Narrative approaches to depression can be of great use 
here as they allow an externalisation of depression as being something separate to the 
person themselves (White and Epston, 1990). This also fits into a strengths-based 
model which is supported by the recovery ethos in general.
45
Research has found that narrative approaches are also of benefit to the family and 
friends of the older person (Etchison and Kleist, 2000). This in itself allows recovery 
to operate at a more systemic level, which is particularly salient given the potential 
strains on carers of older adults with mental health problems. Recovery-oriented 
practice fosters a community approach and encourages people to use existing support 
networks. This could be a problem for older adults where a loss of networks as they 
age is likely, leading to an increase in isolation. Therefore supporting families and 
carers is vital in preventing an over-reliance on services. It also presents an 
opportunity for greater collaboration with Third Sector organisations.
Whilst narrative approaches towards depression in older adults might help promote 
recovery in a meaningful way, they are not without criticism. The most significant 
limitation is perhaps the lack of empirical research to further explore and validate the 
claims that such approaches are effective. As narrative therapy focuses on qualitative 
outcomes, it is difficult to measure its successes in line with other interventions 
which have been more widely explored (Etchison & Kleist, 2000). This is an area 
which future research could address.
Establishing an evidence base could be part of a wider challenge for recovery- 
oriented practice in general. In an economic climate where Payment by Results 
(DoH, 2011) challenges services to provide concrete and measureable outcomes for 
interventions, it is difficult to see how client-determined outcomes will be captured 
and used, and how approaches such as narrative could be developed further.
Staff perspectives on recovery in older adults: ‘But what do we actually have to 
do?!’
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Slade also addressed the impact of a recovery model on staff working within services 
(Rethink, 2009). This is of vital importance as it falls to staff to support people in 
their recovery journey. Given the complexity of cases that mental health 
professionals are confronted with, it can sometimes feel that unmeetable expectations 
are placed on staff in terms of both logistics and resources. Understandably, such 
expectations could create anxiety. A recovery approach has the potential to liberate 
staff from these expectations and empower them to promote ways of working which 
are not about ‘us’ and them’ or illness and cures, but more about helping people to 
live their lives in the best way that they can.
Although Slade claims to offer practical suggestions (Rethink, 2009), these are 
generally things like ‘support the person in accessing’ something, for example, 
community leisure services. Of course, this is all well and good in an NHS which is 
adequately resourced and staffed but that is clearly rarely the case. The document 
does not seem to address the issue of needing to empower staff before they are able 
to empower patients themselves. Basic issues of time and staff numbers might 
prevent people working in care settings from being able to facilitate a recovery 
approach as well as they might. It is for this reason that for a recovery approach to be 
effective, it would need to operate at a national and systemic level and be supported 
with adequate training and resources.
It could also be argued that in some ways it might be difficult for staff to follow a 
recovery approach because it is perhaps naturally more comfortable to seek discrete 
solutions to problems than to manage the messy uncertainty of everyday life. Finding 
ways of managing this uncertainty in a safe and productive way has been a key 
theme of my clinical practice so far in training. Mason (1993) describes ways in
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which positions of ‘safe uncertainty’ can be worked towards that go some way to 
make this conflict more manageable. He describes how the drive towards seeking 
certainty can result in a paralysis in development and a lack of creativity in clinical 
work.
There are other perspectives on this. For example, Menzies-Lyth (1959), described 
the hospital as a social defence system that represented an institutionalisation of 
primitive anxieties. She described how the ‘role’ of the nurse is equated with the 
‘task’ of care, which is seen as keeping the patient alive, clean and nourished. 
However, she argues that this structure neglects both the nurse’s and the patient’s 
emotional needs. This model could be applied to care settings for older adults 
suffering with dementia, where the basic ‘tasks’ of care may prevent a more 
productive interaction between staff and patients, which compromises the recovery 
model’s potential. It also suggests that a more reflective practice approach amongst 
staff working in care environments may go some way to minimise this risk. This is 
very relevant to the work of clinical psychologists, whose roles in consultation and 
supervision work could allow them to facilitate moves towards greater exploration of 
these challenges in working with older adults.
The recovery model and dementia
One area of practice that challenges the remit and applicability of the recovery model 
in older adults is that of dementia. This has not been greatly addressed within the 
recovery model literature (Martin, 2009). Around 750,000 people in the UK are 
suffering with dementia, at an estimated cost of £20 billion per year. By 2021 it is 
estimated that there will be over a million sufferers (Alzheimer’s Society). These
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statistics highlight the extent of the problem in the UK alone, and, as people live 
longer, the challenges that accompany this loom ever larger. Adams (2009) observes 
that the degenerative nature of dementia and the way in which sufferers are often 
placed within long-stay institutions has resulted in a ‘therapeutic nihilism’ where, 
removed from their families, they experience nursing care which is depersonalising. 
Adams asserts that this is due to the view that recovery is not possible for people 
with dementia.
However, things are changing. Martin (2009) asserts that the
‘medical model approach to care needs to be challenged. This philosophy 
only serves to meet the needs and demands of the system rather than those of 
the people with dementia’.
He goes on to say that:
‘focusing on people rather than services, emphasizing strengths rather than 
deficits and... fostering collaboration between those who need support and 
those who support them is the most important component to a recovery 
oriented approach.’ (p658)
This highlights the importance of considering and exploring how to adapt a recovery 
approach to working with dementia. Perhaps in such a context, the concept of 
recovery must be realigned. Acknowledging that dementia has clear limitations on 
people’s expectations. The National Institute for Mental Health in England says 
(2004) that the aim of recovery in dementia is to:
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‘recover optimum quality of life and have satisfaction with life in 
disconnected circumstances’.
This highlights that the concept that recovery does not mean ‘cure’. In this context, it 
is concerned with working towards an optimum that the person can hope to achieve, 
and maintaining their quality of life and capacity to make choices as far as possible. 
The recovery approach in dementia has been linked to the importance of person- 
centred care (Martin, 2009) and the importance of staff working with dementia 
sufferers taking a holistic approach. This is reflected in a recent NHS campaign 
which encouraged people to see their doctor if they experienced any dementia 
symptoms. However, at the same time it emphasised that there is more to a person 
than their dementia. The phrase ‘I have dementia but I also have a life’ goes a long 
way to endorse this view (Department of Health campaign, 2011).
However, although the idea of person-centred care for dementia is not a new idea, 
(Kitwood 1997) and has been reflected in dementia literature over the last ten years 
(Martin 2009), there is also a suggestion that such theoretical models have not 
necessarily been reflected in the actual experience of those living with dementia 
either in residential care or in their own homes. This disparity between theory and 
reality is a point that could be levelled at the recovery model in general, but it seems 
particularly pertinent to dementia sufferers because of the vulnerability of this group. 
Martin (2009) relates this to the prevalence of the medical model in seeing the 
dementia before the person, and, the debate around the usefulness or otherwise of 
pitching the medical model against the recovery model notwithstanding, it is this
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kind of fragmented thinking that the recovery model in a general sense seeks to 
address.
Martin cites the ‘Tidal Model’ as being a useful framework through which to look at 
recovery in dementia (Barker and Buchannan Barker, 2005). Although not 
specifically designed for application with dementia sufferers, this model, with its 
focus on collaboratively supporting people when they are at their most distressed, as 
well as its privileging of clients’ own voices and wisdom, encourages people to lead 
their own recovery regardless of the limitations of illness. This allows the person’s 
quality of life to be maximised, and, above all, values their experience.
Repper and Perkins (2003) have suggested a model that goes some way to addressing 
the specific needs of a person with dementia. They define recovery as something 
which is both personal and relational, and which takes place in a social context where 
relationships with other people and agencies is key. They highlight the connections 
between three key areas of recovery.
The first focuses on ‘personal adaptation to circumstances’, and whilst it is 
acknowledged that individuals may vary in their cognitive capacity to address this, 
they can at least be optimised with sensitive person-centred care. The second area is 
‘creating hope-inspired relationships’ which includes relationships with carers which 
foster valuing and listening to the person, and authenticating their personal 
experience. This includes thinking about the communicative acts that may be 
inherent in things people say which don’t appear to make sense, such as people 
asking for their parents, who may be long dead. This also allows an understanding of 
challenging behaviour in the context of communication of unmet need rather than as
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deliberate aggression which could consequently have a profound influence on 
relationships between staff and clients.
The final area, ‘promoting access and inclusion’ highlights the prevention of 
institutionalisation or isolation of a person with dementia. This allows the facilitation 
of recovery in a way that is both realistic and that also maximises the quality of life. 
Case studies detail anecdotal reports which seem to evidence this (Martin and 
Younger, 2000).
Martin (2009) asserts that for a recovery-oriented approach to be successful, a 
change in the prevailing culture that dominates in some care settings would need to 
occur. However, research has shown that if such care cultures are changed, then the 
impact on individuals can be far reaching . For example, in one case study, a cultural 
change towards more person-centred care resulted in one elderly resident who had 
been sleeping for large portions of the day becoming much more alert and taking a 
more active role in his life (Martin and Younger, 2000).
There are diversity issues to be considered here. Adams (2009) makes the point that 
some cultures have negative views towards people with dementia which are 
enshrined in their languages, and that it is difficult to promote a recovery approach 
without an accompanying positive attitude. This suggests that in a wider sense, the 
attitudes of society are vital in promoting recovery in dementia.
Of course, the recovery approach within dementia is not without its criticism. Some 
professionals might fear that promoting the hope of recovery is false, unrealistic, and 
is colluding with denial of illness. Martin (2009) acknowledges that a recovery 
approach works most effectively with those in the early stages of dementia and that
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there are limits to its application. However, this need not be the case for adopting a 
person-centred approach as a whole. The challenges that this presents to the care 
system and the importance further research and attitude change are clear.
Conclusion: How do you see recovery operating for older adults?
Whilst a recovery approach is firmly enshrined as a philosophy of care amongst 
working age adults, it has not been applied greatly to older people (Adams, 2009). It 
is clear that the way in which recovery might operate for older adults depends very 
much on what recovery might mean to the individual and what their particular 
context is. It is within this variability that I would argue a ‘true’ understanding of 
recovery lies. It includes taking a pragmatic approach that is genuinely person- 
centred whilst respecting the way in which a person wants to receive services even if 
that seems to contradict the approach itself. These debates and dilemmas have been 
highlighted for me in clinical practice.
Whatever the older person’s mental health problem, from depression to dementia, a 
recovery approach offers a way of maximising a person’s current life opportunities 
whilst allowing them to make sense of the past in a coherent narrative. It encourages 
and facilitates a person’s ability to lead a fulfilling life but is also mindful of their 
limitations and acknowledges the process of ageing. To be successful, a recovery 
approach needs the buy-in and support of the client themselves, of their families and 
carers, of the staff, who work with them, of services, and, of course, in the current 
climate, is economically challenging. Further research is necessary to explore in 
greater detail exactly which approaches might maximise the applicability of the 
recovery model in specific therapeutic areas.
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However, whilst the challenges for resources and staff are acknowledged, it does not 
necessarily make sense that a great deal of these are required to operationalise 
recovery-oriented care. It is more about challenging attitudes which unnecessarily 
limit a person’s capacity to live a fulfilling life. As changes in mental health care 
culture can be slow, and given that an older cohort will have been familiar with a 
more medical model, it might be that there are particular challenges in adopting a 
recovery approach for older adults. However, whist recovery-oriented care requires a 
significant cultural shift both in society and within services, just considering what 
some of these concepts really mean to an older adult population at least opens up the 
possibility of promoting their greater wellbeing.
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Problem Based Learning Reflective Account 1
The Relationship to Change
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Reflection on Reflection
This is the first time I have done any reflective writing. It was clear from the start 
that reflection is a significant course component, but it felt that it would be a luxury, 
the kind of thing that I might do once ‘everything else’ was completed. However, it 
has become clear to me how useful reflection can be, and I have seen whilst on 
placement how it has helped me to learn and develop. I hear my supervisor refer to 
‘reflective space’ a great deal, and this has become how we view our supervision 
sessions: The strong emphasis she places on reflecting on the interface between the 
personal and professional within clinical practice, and using the subsequent ethical 
issues that arise has been immensely useful and has given me confidence in my 
professional development. This approach has also promoted the holistic view I would 
hope that I take when working with clients.
The PEL exercise
Meeting our PPD groups and beginning work on the PEL exercise was quite anxiety- 
provoking for me. Starting the course itself was quite a difficult time, and I 
experienced a mixture of feelings: A sense of achievement and pride at having been 
accepted on the course, concern about my capacity to do it, and worry about fitting in 
with the other trainees. Having a relatively unstructured task immediately brought 
these anxieties to the surface.
Our group chose to look at change in terms of how a multi-disciplinary NHS team 
might handle changes in local policies and procedures following a new directive by 
the Department of Health. Our aim was to show the impact of high level change on 
local practice, from a systemic perspective. Additionally, we wanted to explore how
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the way in which change is managed can impact on how those whom it affects 
integrate it into existing practice.
Following an initial brainstorm, the group divided the topic into areas for individual 
research. We discussed and refined ideas and developed the idea of a role play-based 
presentation as a vehicle for exploring these issues. This grounded theory approach 
was a strength of the group, as it ensured everyone contributed to the development of 
the idea for the presentation from the collection of a wide range of data. As the group 
members all had diverse experiences of working in the NHS, it felt like an approach 
that everybody could contribute to.
The process of selecting our approach was interesting, as we were very democratic in 
the way we considered and discarded subjects, and there was a real sense (I felt) of 
people being more focused on the social integration of the group than the content of 
the task itself. I felt quite aware of the way in which certain group ‘roles’ came to be 
filled each session, and I don’t think I was alone in considering what psychological 
research on group processes might say about how we were working. This issue arose 
again in our final presentation where the only male in the group played the part of the 
team manager. We were asked about the stereotyping here, although I felt it was 
more that this role was one of the larger ones and the male trainee was keener on role 
plays than the rest of us!
I felt that we were all highly motivated to achieve a good outcome for this task, and 
as research has shown that motivation, interaction and productivity are positively 
associated with each other within PEL groups (Nieminem, Sauri, & Lonka, 2006), I
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think that our anxiety about wanting to make a good impression at the start of the 
course actually contributed to our group’s successful outcome.
Some of the initial anxiety in the group about whether we were doing the right thing 
or not (something that frequently occurs to me on placement) combined with the 
unstructured nature of the task seemed to become a weakness for the group, in that it 
felt at times that it was a struggle to get going. Our concern to be democratic about 
everything also I think stifled some of our creativity, so what began as a strength in 
some ways turned into a weakness. As we got to know each other better many of 
these anxieties subsided, and a lot more humour was deployed to the point where we 
started to relax and almost enjoy ourselves.
When we delivered our presentations the order was changed, so that instead of going 
last we were first. On reflection I can see this was a useful experience, as often in 
clinical practice there is a requirement to deal with the unexpected calmly and 
coherently. A particular example of this would be where a client who was hearing 
voices arrived at the day hospital where I work, evidently distressed. There had been 
reports from his neighbours and the police about some erratic behaviour. Decisions 
had to be taken quickly about the best course of action, and although I did not play 
an active part in that, it was useful to see how the team members dealt with the 
situation.
We received positive feedback for our presentations, and I feel that the exercise 
helped our group to gel. We built up trust and empathy which will undoubtedly be 
useful for facilitating discussions throughout our training. I think working with our 
cultural genograms enhanced our sense of connection to each other, and also
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promoted awareness of diversity in what superficially might look like a relatively 
homogenous group. This is particularly important in considering diversity in clinical 
practice, as it has made me think that an appreciation of diversity is more than an 
awareness of ethnicity or nationality, instead involving many other complex and 
interdependent factors which contribute to our uniqueness of perspective, and that 
the same will be true of clients.
The PBL exercise and clinical practice
Being aware of wanting to fit into the group successfully and address the task 
competently made me feel some early group sessions were quite artificial. This 
might have been simply because we didn’t know each other well. This is important 
for clinical practice, where it is common to meet a new client for an assessment, and 
expect them to talk about personal and often distressing information with me, a total 
stranger. Knowing how uncomfortable discussing things (and not even personal 
things) with people I don’t know could make me feel has been useful, as I have 
reflected on the anxiety and possible ambivalence a client might feel in sessions.
Additionally, I worried that I was too passive in group meetings and that this could 
be interpreted as unfriendliness or disinterest. I am shy, and find speaking in groups 
sometimes stressful, as I often feel myself start to blush and think I must look very 
red. Some of the course teaching about social anxiety and CBT approaches to it had 
made me think about possible ways to tackle this issue, especially considering that 
CBT can be effective in treating it (Roth & Fonagy, 2005).
This issue was particularly salient on placement, as I felt that in team meetings I did 
not contribute much, and this compounded my worry that other team members might
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view trainees as people who use resources but don’t give much back. My supervisor 
encouraged me to contribute in meaningful ways to meetings, and I think she did a 
sort of behavioural experiment by stealth where on one occasion she asked me to 
comment on something, which I did, and I didn’t go red and lose my voice as I had 
feared, but instead got positive feedback for my contribution. As well as being useful 
on a personal level, I felt that the experience of actually going through the type of 
process I might suggest for a client with an anxiety problem was very important for 
developing a sense of the client’s perspective. I think this ‘putting myself in the 
client’s shoes’ is a very effective way for me to learn, and enhances my ability to 
form effective therapeutic alliances.
PBL exercise/NHS issues
Our choice of topic itself felt quite relevant to the position we find ourselves in as 
trainees. Our presentation demonstrated the anxiety around forthcoming changes to 
the structure and delivery of services, something palpably relevant to our placement 
work. In my trust, I don’t think the potential impact of the cuts in spending has been 
felt in the same way as in others, but it raises interesting questions about my position. 
It feels strange to be in a job which is (relatively) secure for three years, when 
colleagues don’t know if they will still have jobs in a year’s time. It also feels like we 
are in such privileged positions to be paid to train, considering how difficult it is for 
people to afford to go to university these days. This makes me mindful of how the 
role of trainee could be problematic for other employees who don’t have the same 
support or privileges. Consequently, it made it feel more important to get to know 
other team members and try to understand their concerns and frustrations around the 
future of their jobs.
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The PBL exercise allowed the consideration of ethical issues which are relevant in 
clinical practice. An example of this is the complexity of managing what needs to be 
done, whilst considering the diverse views of professionals and service users about 
what should be done, and being mindful of the economic reality of what can be done. 
In the PBL this took the form of some MDT members perceiving that their work 
might be affected by changes in what was demanded of them. We explored the 
conflict that can arise in such situations around the issue of unmet need in the light of 
a lack of resources. A related example from my clinical practice concerns a client 
diagnosed with Asperger Syndrome. It seemed she did not fulfil the criteria for this, 
but instead used it as a barrier between her and the social world. However, having 
such a diagnosis also allowed her to claim disability allowances that she might not 
otherwise have been entitled to. This raised an ethical issue for me, as the diagnosis 
was both of use to the client and simultaneously restricted her. Where my position as 
a professional impacted on this was something I discussed extensively in 
supervision.
Wider issues
It is clear that a major expectation of us as trainees is that we work within the 
scientist practitioner model. I think this was something people worried about in our 
group, in that we felt the need to ground our presentation in theories of change, 
almost to legitimise the content in some way. I think this issue is relevant for the 
discipline of psychology as a whole. Sometimes it feels as though we are so intent on 
proving that we are as rigorous as other ‘scientific’ disciplines, that the interested of 
those at the centre of our work, our clients, can be overlooked. This perhaps also 
reflects the conflict between academic expectations, and what brought us into the
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profession in the first place. For me, clichéd though it sounds, this was a desire to 
alleviate distress in others (although what that means about me would be interesting 
to reflect on). The pressure to maintain links with an evidence base at times feels like 
it could stifle the energy for original thinking or ideas -  even though surely an 
evidence base has to start from an idea that doesn’t already have one! These issues 
have made me think about the importance of ensuring that the client drives theory, 
not the other way around. Theory can guide practice but shouldn’t dictate it.
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Problem Based Learning Reflective Account 2:
The Stride Family
70
Context
I have found it particularly useful to reflect upon the work of our Personal and 
Professional Development Learning Group (PPDLG) this year in the light of how it 
has developed since the first year. Using this approach not only allows me to track 
my own personal development during this time, but also offers a way of linking my 
new learning to clinical practice. In this way I have been able to consider what I have 
achieved so far, how the PPDLG as a whole is developing, as well look towards 
developmental objectives for the next stage of my training.
I have chosen to structure this account by reflecting under three headings: The group, 
the task itself and then finally, the presentation. Also, I was on annual leave at the 
time of the actual presentation, and I have addressed this in a separate section at the 
end.
The Group: Moving on from year 1
Group members said they feel more comfortable in the group this year (I plan to 
return to the reasons for this in more depth in the Process Account to be submitted 
later). This positive change was reflected in the whole experience of the PBL task for 
me. In a reflective discussion which took place after the presentation had been 
delivered (and good feedback received), people commented that they had both 
enjoyed and gained more from this year’s task compared with last year’s. Although 
this may be partly due to feeling more relaxed and confident with each other and 
with training in general, we considered whether this might be related to the group 
moving from the ‘norming’ stage of development towards ‘performing’ (Tuckman, 
1965). This seemed to be evident from how the experience of preparing the
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presentation felt more smooth, organised and efficient than last year, and people 
expressed less anxiety about it. This was also reflected in the easy and ‘natural’ way 
tasks were divided and shared.
It was noticeable (and something we discussed in reflective discussions) that our 
group did not appear to evolve a clear leader, but that people took on this role 
interchangeably. This allowed us to benefit from each others’ areas of strength and 
knowledge. However, leadership is a particularly relevant issue for clinical 
psychology as a profession now and in the future, and in order to meet this challenge, 
it is something that we need to engage and feel comfortable with.
It was also apparent that people were quite self-deprecating about their own 
contributions in terms of knowledge or skills. I found this useful to consider in terms 
of my role in clinical practice, as I struggle sometimes to have confidence in myself. 
This is an ongoing developmental need for me and something I have discussed in 
supervision.
Whilst I know I have worked long and hard in mental health contexts before securing 
a place on training, I still sometimes feel like I know nothing and am underqualified 
to do the job! On my current placement, in older adults, this has been a particular 
issue. One client expressed reluctance to be seen by a trainee, as she said that her 
problems had been going on for sixty years and so she needed someone who ‘knows 
what they are doing!’ This presented an ethical dilemma for me, as on one level, I 
entirely understood her position and felt that had I been her, I might have reacted 
similarly. However, I also knew that I was competent to work with this lady, even 
though I might suffer from a lack of confidence at times. After discussion in
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supervision, I dealt with this situation by being open and honest with the client; by 
expressing an understanding of her concerns, by explaining the role of a trainee and 
the process I had undergone to get there, and by taking a collaborative exploratory 
approach with her problems. I think this approach was effective as it contradicted an 
image of mental health services that she had held previously which was very much 
along the lines of the medical model. Although she hadn’t experienced this 
collaborative approach before, she engaged with it, and this allowed us to build up 
trust and form a productive therapeutic relationship.
The task: Complex case, complex emotions
Our task was to complete a full risk assessment for twins who had been placed in 
foster care following reports of emotional abuse, and also to assist the court with a 
rehabilitation plan if appropriate. The twins’ parents had learning disabilities and the 
local authority had begun adoption proceedings.
Our approach to the task was to brainstorm key areas and then look at the legal 
framework and evidence base for these. We were clear from the start that we wanted 
to remain child-focused, and to pay attention to the various competing contexts in the 
scenario. We were also mindful of the need for the various professionals involved in 
the case to work in a synchronised way. The issues involved made the task emotive, 
and I was mindful of the potential for personal resonances for group members.
I think we initially felt overwhelmed by the sheer complexity of the task and the 
many different strands of information to consider. What struck me clearly above all 
else, was the importance of considering different perspectives on the ‘problem,’ 
which is something that I try to do in my clinical practice.
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It was the consideration of the varying perspectives on the situation that led us to 
consider using sculpts as a way to represent this. Sculpting has been used in family 
therapy as a way to explore the complexities of relationships and explore alternative 
perspectives on a problem (Lebow, 2005). I found it a particularly useful way to 
explore ideas about the task as well as to present them to the cohort, as it invited us 
to challenge our preconceptions about issues of disability and parenting. It also led us 
to view as paramount the importance of giving a voice to the family, and individual 
members within it, ensuring an exploration and appreciation of diversity.
This approach also made me think about how we conceptualise ‘problems’ as a 
whole. I felt it was important to consider within the task exactly what was a problem 
and for whom. Although I haven’t done my learning disability placement yet, I used 
to work in a respite care home for people with learning disabilities, and often felt that 
staff and families described clients’ behaviour as a ‘problem’ when what it seemed 
that they meant was the behaviour was a particular problem for them. This has been 
echoed in some consultation work I am doing on my older adults placement in an 
inpatient ward for people with dementia. A man collects things from around the unit 
to push around in his trolley, and staff try to stop him from doing this. One staff 
member felt this was a problem because it made the ward untidy. I was left thinking 
that, as long as there were no risk issues involved, was his behaviour really so much 
of a problem after all? This has obvious implications for person-centred care.
I think that during the task we were anxious about finding the ‘right’ answer, and this 
is an anxiety that is definitely paralleled for me in clinical work. Whilst last year, I 
felt anxious about being competent enough to fulfil the requirements of training in 
general, I think this has been replaced by anxiety about working with new client
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groups who have different and complex needs. Since last year, I have been able to 
rationally address these feeling around competence by learning to be comfortable 
with uncertainty and understanding that there is rarely a clear ‘solution’ to a client's 
difficulties. This is something we reflected on in a previous PPDLG meeting when 
we considered how adopting a position of ‘safe uncertainty’ can address these 
anxieties whilst still allowing creativity and innovation in work with clients (Mason 
199TX
Perhaps one result of feeling anxious about doing the ‘right’ thing in relation to the 
task was that we made the presentation more research-focused than last year. I think 
this is partly due to us wanting to maximise use of the learning experience, but I also 
feel it is because we are feeling more comfortable and competent with integrating 
research with our own experiences as we adopt the scientist-practitioner model of 
working. Also, the task fell at the same time that there were other academic 
pressures, and perhaps this made it feel easier to address the task in this way. As it 
was established that the presentation could not be ‘failed’, we reflected as a group 
whether this meant we ascribed it less importance. I think, if I am honest, this was at 
times true; however, having this as one of many demands made it seem like a less 
daunting task. Looking back now I think it has been useful to get used to a climate of 
working where there are many competing demands on time, and this has encouraged 
me to develop skills in prioritising and planning. Of course, there isn’t always a 
‘good’ time to schedule a task, and this seems true of life in general. Last year I 
bought a flat, and I was concerned about whether it was the ‘right’ time to do this, 
with financial pressures and uncertainty about future employment. Would I regret the 
decision? Also, a friend’s husband was made redundant just before the birth of their
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first child, but they just sort of managed and got on with things as best they could. 
The point I am making is that in clinical psychology work, as with life in general, 
things do not go according to plan and there are always competing pressures. 
However, finding a robust way of managing this is a vital skill for life as well as 
work.
The presentation
During the presentation there were some technical difficulties with playing a video. 
Unfortunately this was something that had occurred in our first year presentation too. 
As a group, we reflected that we hadn’t really talked about this. I think it made 
people feel anxious that we might be penalised, which seemed to evoke a sort of 
unspoken anger, as people felt that technical hitches often occur in lectures and are 
just ‘one of those things’ that you have to try and manage as best you can. I 
wondered about my own negative feeling about being penalised for a technology 
problem, and it made me think about what it means to have a plan that goes wrong in 
clinical practice. I have frequently had the experience where I have carefully planned 
a therapy session, and feel prepared and confident, only to find at the beginning of 
the meeting that something has happened to the client during the week that means 
their needs are very different at that moment than I had anticipated. Whilst I try to 
respond to what the client brings with them into the room, I am aware that I have an 
anxiety about ‘deviating from the plan’ and on reflection, I think this might be 
because as trainees we are continuously assessed for our abilities to meet certain 
standards. As a result, I feel anxious about going ‘off-piste’ even if that is what is 
required, as I am worried I might somehow be ‘doing it wrong.’ Developing my 
skills of clinical judgment and trusting them is a topic that frequently comes up in
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supervision, and I feel that even by being aware of this tension, I have taken a step 
towards addressing this.
The issue of being constantly assessed and the anxiety this can provoke also makes 
me mindful of how it might feel to be in a client’s position when undertaking, for 
example, neuropsychological testing. This has made me appreciate the importance of 
trying to put clients at ease as far as possible and to remove the ‘exam’ type feeling 
from such a situation.
My absence
One thing that I have reflected on a great deal is the fact that I was on annual leave 
during the presentation itself. This was something I worried about, as I was 
concerned that the rest of the group might be resentful that I was somehow ‘getting 
out’ of doing the work. I tried to address this by explaining at the beginning of the 
year that I would be away. Interestingly, I think that I made even more effort to 
contribute to tasks than I might have otherwise done in order to assuage my feelings 
of inadequacy about not taking part on the day. I was also aware that I wanted to give 
the group a message that I was still very much part of the experience and wanted to 
support them as much as possible, as the relationships that we have built in the group 
have become important to me. I think it was my concern about my absence that led to 
the idea of making a video of my contribution to add to the presentation. I hoped to 
be present even in my absence!
The idea of absence has also been important on placement. One particular client 
proved quite elusive during my initial attempts to contact him, and initially was
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reluctant to engage with me. I think we managed to build a good therapeutic 
relationship, but I did notice that it was very difficult to re-engage with him after a 
period of leave I took over Christmas. I wondered about why this might be. I think 
partly he was ambivalent about our meetings anyway, and I had discussed in 
supervision how he might be in the contemplation stage of the cycle of change 
(Prochaska, DiClimente & Norcross, 1992), but I also wonder if there might also be a 
psychodynamic perspective on this. I am currently exploring some aspects of the 
client’s early family relationships in more detail, and I have a hypothesis that looking 
at his attachment style in more depth may shed some light on his reactions to 
absence. It has been pointed out that counter transference issues can be important 
here, (Schafer 2002), and I am mindful of what my own feelings were when re­
engaging with him, and how I feel about his apparent continued ambivalence. I plan 
to discuss this further in coming supervision sessions.
78
References
Lebow, J. (2005). Handbook o f clinical family therapy. New Jersey: John Wiley and
Sons.
Mason, B. (1993) Towards Positions of Safe Uncertainty. Human Systems: The 
Journal o f Systemic Consultation and Management, 4, 189-200.
Prochaska, J. O., DiClemente, C. C., & Norcross, J. C. (1992). In search of how
People change: Applications to addictive behaviours. American Psychologist, 
47(9), 1102-1114.
Schafer, R. (2002). The Psychotherapist's Absence. Psychoanalytic Psychology, 19 
(1), 50-64.
Simon, R. M. (1972), Sculpting the Family. Family Process, 11 (1), 49-57.
Tuckman, B. 1965. Developmental sequence in small groups. Psychological bulletin.
79
dj, 384-399.
80
Personal and Professional Learning and Development 
Group (PPLDG) work:
Summary of PPLDG Process Account 1
81
My experiences of the PPDLG group over the year have been rewarding and 
challenging. The variety of tasks we have engaged with, from the problem-based- 
leaming exercises to discussions around placement issues; from the exploration of 
academic papers to presenting our cultural genograms, have allowed us to settle into 
a cohesive group. This has not been without its challenges however, and an 
understanding of group process issues has facilitated the understanding of this 
further.
For me, experiences within the group are best characterised by describing tensions 
between different aspects of the group’s work. These tensions include the conflict 
between the task-orientation of the group, and using it as a space for personal 
reflection; between my own tendency to be quiet and reserved, and the need to talk 
and explore together; between ‘doing’ the group ‘right’ or ‘doing’ it ‘wrong,’ and 
between the temporary and permanent nature of the work in the group as well as in 
the NHS.
Considering the group over the year has enabled me to track its development as well 
as my own progress through clinical training. It has highlighted how trainees have 
contributed to each others’ learning as well as allowing me to see my emerging 
identity as a clinical psychologist. These themes have allowed us to consider how we 
might take the group forward into next year in such a way that it can answer our 
needs to address both personal and professional issues.
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Summary of PPLDG Process Account 2
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I have chosen to explore the work of the PPD group this year by considering it across 
3 levels. Firstly, my experiences as an individual within the group; secondly, the 
group itself, and finally, in the wider cultural context of working in the NHS.
The PPD group for me has been a very positive experience this year and has really 
helped my development in training, both professionally and personally. This is 
largely due to being aware of the genuine warmth and regard of other group 
members, and I have made links between this and the client experience of person- 
centred therapy.
The group itself is performing well and has moved on from some of the difficulties 
of last year. Discussions with the facilitator have allowed the group to create a more 
positive narrative of itself which has proven beneficial. The groups’ growing 
confidence and autonomy has also been reflected in the approach to the PEL task, 
and also in the sharing of knowledge and resources for clinical issues.
An increasing confidence with the complexity of clinical work has been strengthened 
by the way we discuss our placement experiences, as well as how we consider the 
wider cultural context of working in the NHS. Discussions around consultation, 
ethical dilemmas and the perspectives of different professionals have deepened this, 
which in the current climate of uncertainty around jobs, will hopefully allow us to 
continue to make a unique contribution as clinical psychologists.
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Clinical Section
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Overview of all Clinical Experience 
Adult Mental Health Placement
This placement was in a Community Mental Health Team.
Clinical Work: I worked with both male and female clients, ranging in age from 19 
to 65 years old with a range of difficulties including depression, anxiety, post 
traumatic stress disorder, psychotic symptoms, obsessive-compulsive disorder, 
bipolar disorder, eating disorders, Asperger’s Syndrome and borderline 
personality disorder. I completed a range of assessments including psychological and 
pro-forma interviews, questionnaire based assessments, risk assessments and 
cognitive assessments including the WAIS IV. I was able to develop and consolidate 
skills in cognitive behavioural therapy, psycho-educational work, and systemically 
and psychodynamically informed interventions.
Group Work: I took part in the STEPPS group for people with a diagnosis of 
Borderline Personality Disorder and also ran a creative writing group for people who 
attended the day hospital.
Service Evaluation: With trainee colleagues I undertook a research project focussing 
on staff responses to working with clients with complex trauma.
Teaching and Presentations: I presented the findings of the research project with 
my trainee colleagues in 3 separate Trust locations.
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Older Adults Placement
This placement was based in a Community Mental Health Team for older adults and 
provided services to patients with both psychological and organic health difficulties. 
Patients were seen in their homes, care homes and day services.
Clinical Work: I worked with patients with a range of difficulties including 
generalised anxiety, depression, OCD and dementia. I carried out extended 
assessments and cognitive assessments with both male and female patients who 
ranged in age from 65 to 82 years of age. I also conducted assessments for a 
forthcoming mood management group. I used CBT and narrative models of working. 
I also worked indirectly with staff working in a residential home for people with 
dementia, and also attended and contributed to some carers’ group meetings.
Presentations: I delivered a presentation to colleagues about how the recovery model 
might apply to older adults.
Learning Disabilities Placement
This placement was based within the multidisciplinary Community Learning 
Disabilities Team. I worked with clients who ranged in age from 18 to 62 years.
Clinical Work: I saw patients with a range of presentations including challenging 
behaviour, depression, anxiety, early signs of dementia and obsessional behaviour. I 
also worked with people with autism and people who had experienced abuse. I 
undertook a number of cognitive assessments, neuropsychological tests and risk 
assessments. I developed and used integrative formulations for working with this
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client group, and used psychoeducuational, CBT and systemic therapeutic 
approaches. I also worked indirectly with staff teams and families.
Teaching and Presentations: I did a presentation about my developing MRP 
(focussing on military trauma) to the continuing professional development group.
Child, Adolescent and Family Placement
This placement was at a Primary Mental Health Team. Patients ranged in age from 5 
to 17 years old.
Clinical Work: Patients exhibited a range of difficulties including eating and 
sleeping difficulties, depression, OCD, cognitive difficulties, school refusal, 
separation anxiety, challenging behaviour, ADHD-like behaviour, and anxiety. I 
undertook a number of psychological, cognitive and risk assessments. I was able to 
consolidate and build upon CBT, systemic and psychodynamically-informed models 
of therapy. I was also involved in arranging and attending network meetings with 
teachers, special educational needs coordinators and families.
Specialist Placement: Interpersonal Psychotherapy
This placement was based within a CMHT. I worked with 5 clients, ranging in age 
from 32 to 89, all of whom were suffering from depression. I was able to work with 
clients within each of the four focus areas of IPT: role transitions, complicated grief, 
interpersonal sensitivities and role disputes.
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Teaching and Presentations: I provided training to my trainee colleagues by 
conducting (in collaboration with the other IPT trainees) the IPT teaching session for 
the cohort.
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Research Section
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Research Log
1 Formulating and testing hypotheses and research questions
2 Carrying out a structured literature search using information technology and 
literature search tools
3 Critically reviewing relevant literature and evaluating research methods
4 Fonnulating specific research questions x /
5 Writing brief research proposals
6 Writing detailed research proposals/protocols xX'
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly x /
8 Obtaining approval from a research ethics committee x /
9 Obtaining appropriate supervision for research x /
10 Obtaining appropriate collaboration for research
11 Collecting data from research participants x /
12 Choosing appropriate design for research questions x /
13 Writing patient information and consent forms x /
14 Devising and administering questionnaires x /
15 Negotiating access to study participants in applied NHS settings ' — .
16 Setting up a data file .x / :
17 Conducting statistical data analysis using SPSS x /
18 Choosing appropriate statistical analyses v /
19 Preparing quantitative data for analysis
20 Choosing appropriate quantitative data analysis x /
21 Summarising results in figures and tables x /
22 Conducting semi-structured interviews
23 Transcribing and analysing interview data using qualitative methods "
24 Choosing appropriate qualitative analyses x /
25 Interpreting results from quantitative and qualitative data analysis x /
26 Presenting research findings in a variety of contexts
27 Producing a written report on a research project u /
28 Defending own research decisions and analyses x X
29 Submitting research reports for publication in peer-reviewed journals or edited book
30 Applying research findings to clinical practice
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Service Related Research Project:
Analysis of complex trauma service needs for an NHS 
Trust in Southern England.
Focusing on vicarious traumatisation in clinicians 
working with complex trauma and dissociative 
disorders (Part 3 of a three part analysis).
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Abstract
Complex Trauma is a controversial diagnosis not currently recognised in the DSM 
IV (American Psychiatric Association, 2000). Dissociative disorders affect areas of 
awareness, perception and identity and are often a feature of Complex Trauma 
(Courtois, 2008).
This study aims to identify the number of clients with Complex Trauma with 
Dissociative Features across an NHS Trust in Southern England, as well as to 
explore current ways of working with this group, training needs and the impact the 
work has on staff. These areas were divided across 3 researchers. Strand 3 focuses on 
‘Vicarious Traumatisation’ (Dunkley & Whelan, 2006).
An online survey was cascaded from the Field Supervisor to Community Mental 
Health Teams to identify suitable participants and to collect a baseline of how many 
Complex Trauma/Dissociative Disorders clients were on current caseloads. 29 semi­
structured interviews were conducted with different professionals. A thematic 
analysis was carried out (Braun & Clarke, 2006).
It was reported that 53.2% of clients with Complex Trauma also had Dissociative 
Disorders. Staff thought most current treatments are generic and most clients are not 
appropriately treated. Additionally, all clinicians expressed both a need and a desire 
for training in all areas. Thirdly, staff reported that whilst working with this group 
does impact on them, this depends on individuals and tends to be experienced in
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terms of feeling inadequate and the pressures on resources. Staff thought that 
addressing issues such as training and improving supervision might improve 
clinicians’ confidence and skills.
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Introduction
Complex Trauma (CT) has attracted much controversy. It is not yet recognised 
within the Diagnostic and Statistical Manual of Mental Disorders (DSM), although it 
is currently under consideration for inclusion into DSM V in 2013 (American 
Psychiatric Association, 2000).
There has been a lack of consensus on how to define trauma. Some researchers 
express concerns over ‘conceptual bracket creep’ in the area (McNally, 2004) whilst 
some view it as a concept that helps in understanding patients who present as 
experiencing Borderline Personality Disorder, in a less pejorative way (Courtois, 
2008). Due to this controversy, the way in which services are organised around
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catering for this client group has a political dimension, which clinicians may be 
unaware they are part of.
Complex Trauma has been loosely defined by the APA as enduring interpersonal 
trauma which has strong elements of disempowerment, loss of control and a lack of 
the possibility of escape. It is frequently associated with physical, emotional or 
sexual abuse, torture or domestic violence, and is frequently co-morbid with other 
disorders resulting in broad treatment needs (van der Kolk & Courtois, 2005; 
Courtois, 2008).
The APA also lists some possible associated symptoms in DSM IV (American 
Psychiatric Association, 2000) (See Appendix 1).
Dissociative symptoms are often features of CT yet are often misinterpreted or 
viewed by clinicians as malingering (Courtois, 2008). They are frequently reported 
by people who have experienced CT and can occur where psychological trauma or 
neglect disrupts the developmental period (Ford, Courtois, Steele, van der Hart, & 
Nijenhuis, 2005). 5 Dissociative Disorders have been identified, each of which can 
affect ftinctioning in perception, awareness and identity (See Appendix 1).
It has been suggested that many clinicians feel CT is difficult to treat (International 
Society for Study of Dissociation, 2005), although this would seem partly due to the 
confusion around diagnosis and subsequently treatment aims. It has also been
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identified that working with clients suffering from trauma can trigger reactions in the 
clinician similar to the feelings of the client (Dunkley & Whelan, 2006). This is 
known as Vicarious Traumatisation (VT). Research has identified some protective 
factors which can minimise this risk. These include preventing isolation, (both 
personal and professional), developing self-awareness, active optimism and self-care, 
maintaining clear boundaries, professional satisfaction and meaning making 
(Harrison & Westwood, 2009).
Considering the high levels of stress and burnout reported amongst clinical staff, 
(van der Klink, Blonk, Schene, & van Dijk, 2001) this area appears important for 
effective service delivery. Clinicians’ experience of VT may highlight specific 
training and support needs as well as the requirement for a greater understanding of 
the demands of this type of work in CMHTs.
Current Service in a Trust in Southern England
There is limited provision for clients with CT with DD features within the Trust. 
(M.Crowley, personal communication. May 2011). Since October 2010 there has 
been a CT Specialist Service which currently has the capacity for 4 or 5 intervention 
sessions per week. Treatment offered usually involves a weekly 90-minute session 
including approaches such as Psychodynamic Therapy, Dialectical Behaviour 
Therapy, Cognitive Behavioural Therapy, or Eye Movement Desensitisation and 
Reprocessing, in addition to medication. Other than this clients are usually treated
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within CMHTs but often their dissociative issues are not addressed. (M.Crowley, 
personal communication. May 2011)
Method
This study aimed to conduct a needs analysis for clients with CT with DD features 
and the staff who work with them, across the Trust. It investigated numbers of clients 
clinicians had on their caseloads, the current provision of treatment, staff perception 
of training needs and the imapct that working with this group might have on staff.
These areas have been divided into three strands amongst the research team. Strand 1 
focuses on identifying and assessing clients, and also current treatment provision. 
Strand 2 investigates participants’ perceived training needs (strands 1 and 2 are being 
reported separately). This strand focuses on the impact on staff of working with this 
client group and addresses the question: What is the extent and nature of stress and 
VT amongst staff working with CT/DD clients in this Trust?
Procedure
An introductory email was sent out to CMHTs in the Trust (via the Field Supervisor) 
outlining the rationale and objectives of the study. Attached to the email was an 
online questionnaire orienting clinicians with different levels of knowledge to the 
client group using questions based on the Dissociative Experiences Scale (Bernstein 
Carlson, & Putnam, 1993) (see Appendix 2).
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Interviews
Following this and where consent had been indicated, semi-structured interviews (by 
phone or in person) lasting approximately half an hour each commenced (See 
Appendix 3). Interview questions were developed in consultation with University 
and Field Supervisors. Interviews were not recorded and therefore not formally 
transcribed because of concerns about clinicians feeling vulnerable and less free to 
be open in their responses. However, detailed notes were taken as were some direct 
quotations. After interviewing, strand-relevant data was extracted through the 
process of thematic analysis. (Braun and Clarke, 2006).
Ethical Considerations
The British Psychological Society (2009) code of ethics was adhered to . The Field 
Supervisor confirmed that it was not necessary to seek National Research Ethics 
Service approval. Participants were given information regarding the nature and 
purpose of the study and were debriefed and reminded that they could withdraw at 
any time.
Data sources
Appropriate teams for sampling were identified by the Field Supervisor. The sample 
was clinicians in Adult Mental Health Teams working with clients with Complex 
Trauma and Dissociative Spectrum Disorders. In total, 39 online questionnaires were
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completed and 23 interviews were conducted. 11 of these were in person and 12 were 
by telephone.
Process o f analysis
Analysis was conducted according to the six-stage methodology (Braun and Clarke, 
2006). Interviews were initially coded individually, after which they were shared 
with the other researchers to ensure consistency, coherence and investigator 
triangulation (Bannister, Burman, Parker, Taylor, & Tindall, 2005). Data was cross- 
referenced between strands in order to enrich the analysis and develop implications 
for the Service.
Super-codes emerged within each strand. For this strand, this lead to 4 interrelated 
themes: 1. The impact of feeling inadequate; 2. Anxiety over case management and 
risk; 3. ‘You just have to deal with it’ -  Getting the job done whatever your personal 
response and 4. Grounding yourself -  what would make it better? A thematic map 
was generated (Appendix 4) to ascertain the relationship between themes and 
subthemes and to ensure they accurately represented all data. They were also 
checked against the initial codes.
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Results
Interviewees identified that they had 94 clients with Complex Trauma and 50 with 
Dissociative Disorders. Therefore it was felt that 53.2% of clients with Complex 
Trauma also had Dissociative Disorders.
A clear trend in the study was that whilst working with clients with CT with DD 
features had a strong impact on staff, this was often not overtly in the form of 
vicarious traumatisation as outlined earlier (Dunkley & Whelan, 2006), but more in 
terms of feeling inadequately trained or supported. Although some staff did mention 
that at times the nature of their clients’ cases had an emotional impact, this occurred 
far less than people mentioning that anxiety was related to more practical issues, 
although this may be due to concerns over revealing emotional issues.
Cross-referencing to the data from strand 1 (which focused on current treatment) 
suggested that those that did not consider treatments to be inappropriate were based 
in Trust areas where there was more experience of this type of work. Strand 2 data 
revealed a need for training for all staff across the CT/DD area as most people felt 
that a lack of training negatively affected their ability to cope with the work.
Themes in Strand 3: What is the extent and nature o f stress and VT amongst staff 
working with CT/DD clients in this Trust?
1.‘Flying by the seat of my pants:’ The impact of feeling inadequate
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Staff often felt inadequately equipped to work with CT or DD clients. This appeared 
to fall into two areas. Firstly, that the service offered to clients was inadequate:
‘One session of CBT every other week at best just isn’t going to cut it...what 
happens after? They just get dropped.’ (participant (p) 19)
Secondly, some clinicians felt personally inadequate in their roles.
‘I don’t know what to do with them, it’s just fire fighting...we have a vague 
sense of what they need but no specifics.’ (p25)
2. ‘Where are we going and what happens if we don’t get there’? Anxiety over 
case management and risk
A second theme was that there is no clear goal for working with CT or DD clients, 
although this differed across professional groupings, perhaps reflecting differences in 
the role expectations of different team members.
‘We’re just trying to hold them together’ (p i9) ‘I don’t know what I’m 
doing.’ (p5).
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Almost all interviewees mentioned feeling anxious around how risk is managed.
T feel more negative effects from being very concerned about risk issues...! 
feel I need to cover my back.... ’ (p 19)
Staff often felt they would be unsupported if things went wrong and that this 
prevented them from engaging clients fully.
‘The Trust has a blame culture... we are very reluctant to take positive risks’
(pl9)
It was often felt that it was not helpful that people had no choice but to manage 
difficult clients alone:
‘People can be affected if they are working in isolation... stress, burnout, 
rigid thinking, proneness to errors of judgment... ’
This exaggerated their personal responses to already tightly stretched caseload 
capacity.
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3. ‘You just have to deal with it’ (pl9) -  Getting the job done whatever your 
personal response
There was wide variation amongst interviewees around the level of specifically 
emotional impact of working with CT/DD clients. Often people described situations 
with colleagues which illustrated the variety of responses they had seen (such as 
people developing a ‘dark’ sense of humour or reporting feeling tearful after seeing 
CT clients). It was noticeable that people were keener to share examples from their 
colleagues’ experiences than from their own, suggesting a reluctance to discuss any 
personal issues that the clinical work may have provoked.
Some staff seemed to feel that being emotionally affected was an inevitable part of 
the job:
‘I think about them outside of work more... but no training or supervision 
would stop that’ (p2)
However, some participants felt that this affected the types of therapeutic work they 
would attempt with clients.
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T have felt traumatised by listening to some of their stories... can make you 
want to put up a barrier and work with the easier problems.’ (p2)
Other staff appeared to experience significant effects.
T had a client who switched in a session... this was very distressing for me, it 
freaked me out, I nearly crashed my car that day.’ (p33) ‘ I feel emotionally 
battered after spending time with them.’ (p i9)
Often, clinicians cited both personal reserves and experience as key factors in 
managing their emotional reactions.
T am able to detach myself outside of work...others can’t’ (p2)...‘Some 
individuals get under your skin’ (p33)
Some people felt they had heard so much trauma they had become deadened to it, in 
itself a sign of vicarious traumatisation (Dunkley & Whelan, 2006).
‘You need to harden yourself up as a CPN -  we just have to deal with it.’
&19)
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It was almost as if at times this sense of hardening up was viewed as a positive 
coping strategy.
4. ‘Grounding yourself: What would make it better?
Clinicians often offered comments on how the impact on them could be minimised. 
These focused on supervision and training. The frequency and quality of supervision 
received appeared to vary, with some staff receiving ‘specialist’ supervision from a 
trauma expert and others receiving minimal supervision.
Many clinicians quoted better training as something that would help minimise 
negative impact.
‘I feel disempowered due to my lack of training’(pi 9)
Many participants felt that working with this group required more time for 
processing and reflecting after sessions, but that this space was not always available.
’You need time to ground yourself before and after sessions.. .very stressful if 
you’re under pressure.’ (p5)
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Discussion
Clinicians identified that 53.2% of the clients they worked with who had CT also had 
one or more DD. However, as many appeared unclear about how to define either 
category, it seems likely that some clients may have been missed. The researchers 
had considered providing criteria to clinicians to facilitate the process of 
identification but felt that as there is not yet a consensus on definition, it might both 
be leading to clinicians as well as potentially masking the issue that lack of definition 
is itself part of the problem of working with this group. Whilst this is a limitation of 
the study it is part of the challenge of needs assessment work.
Working with CT with DD features does have impact on staff but the way in which 
this happens varies. Some people feel the nature of their clients’ case affects them 
emotionally whilst others experience minimal impact. It was common for clinicians 
to report negative impacts in terms of feeling exposed due to a lack of training and 
consequent perceived lack of competence. These deficits became more apparent 
when working with CT, but were in fact issues related to their work in general, such 
as excessive caseloads and the constraints of limited resources. However, it appears 
that there is something particular about working with CT and DD clients that bring 
such concerns and anxieties to the fore. These specific features appear to be the way 
in which clinicians feel unable either in terms of their skills or resources to 
adequately address clients’ needs. This is mainly due to feeling they do not 
understand fully clients’ experiences, do not know what the goal of working with
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them should be, and are often anxious about ‘doing something wrong’ and making 
the client feel worse.
Staff commonly reported feeling isolated and unsatisfied. They are also often 
worried about the high risk of self-harm and suicide and the responsibility they might 
feel in such cases. The implications of this type of stress is that clinicians may run 
the risk of higher levels of burn-out and anxiety outside of working hours, which are 
key features of VT (Dunkley and Whelan, 2006).
Harrison and Westwood (2009) identified ‘active empathie engagement’ with trauma 
clients as a protective factor against VT. Although they acknowledge this needs to be 
further explored it is interesting to note that clinicians often felt unsure about the 
nature of the therapeutic engagement they should seek to foster with their CT clients, 
which was often atrributed to a lack of clear direction and being afraid of ‘making 
things worse.’ This was supported by the findings of Strand 1 which suggested that 
staff felt clients were being treated ‘generically’ and by Strand 2 which reported a 
clear and immediate need for comprehensive training. Across each strand, the need 
for a better-defined direction about optimal ways of working with CT and DD clients 
was identified. The lack of this resonated throughout all interviews conducted.
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Limitations
One limitation of the study was the self-selecting nature of the sample; if repeated a 
wider sample which sought the input from teams both familiar and unfamiliar with 
the CT/DD client group might be more valid. Secondly, the very fact of looking for 
VT amongst clinicians may have introduced a bias into the findings.Although it 
might be expected for staff to experience stress at working with this group, 
restricting this to identifying signs of VT itself might have missed some nuances in 
the data. This raises questions around the impact of the term ‘vicarious 
traumatisation’ in itself. Participants might have felt that admitting to signs of this 
could make them appear not sufficiently competent at their jobs, which given the 
current climate of job insecurity makes this a particularly sensitive issue. This may 
have been reflected by the way in which many interviewees knew of ‘someone else’ 
who had experienced problems, but rarely admitted it themselves. It might have been 
more useful to conceptualise this strand of the study in the form of clinicians’ 
perceptions of and responses to stress, rather than looking particularly for signs of 
VT.
Service-related implications
Interviewees identified that they had 94 clients with Complex Trauma and 50 with 
Dissociative Disorders. Almost all clinicians interviewed reported increased stress 
levels of working with this group, and this was found to be the case across staff 
groups, suggesting it constitutes a trust-wide problem.
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It is planned that feedback from this study will be disseminated to the Trust through a 
series of presentations to CMHTs that have participated. This will take place in 
August 2011. It is hoped that this will raise awareness of the extent and nature of the 
challenges of working with this group and facilitate a discussion around how to 
address these.
Given the results of strands 1 and 2 which revealed that staff think many clients are 
neither identified or treated appropriately and that treatments are too generic in 
nature, as well as a need for training in all areas, it appears that an increase in the 
provision of Trust-wide clinical guidance, comprehensive training appropriate to the 
requirements of different professional groups and regular, high-quality supervision 
from someone experienced in the field, would be the most effective way to minimise 
the risk of clinicians experiencing aspects of VT as well as improving patient care. 
The benefits of a well-motivated and supported workforce are clear in terms of 
decreased burn-out and sick leave as well as increased staff retention rates (van der 
Klink, Blonk, Schene, & van Dijk, 2001). Consequently, a secondary effect of 
addressing these issues would be a workforce with increased confidence and ability 
to manage clients effectively. Clear clinical guidelines in both identification and 
treatment should be developed and comprehensive training offered to staff, perhaps 
with the additional resource of having a defined CT/DD point of contact for support, 
supervision and consultation.
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Appendix 1: Possible associated symptoms for Complex Trauma and the 5 
identified Dissociative Disorders (APA, 2000)
(1) alterations in regulation of affect and impulses (e.g. alternating between rage and 
affective emptiness)
(2) alterations in attention or consciousness (e.g. pathological dissociation)
(3) alterations in self-perception (e.g. believing oneself to be permanently damaged)
(4) alterations in relations with others (e.g. alternating between enmeshment and 
isolation from others)
(5) somatisation (e.g. dysfunctions in bodily functioning)
(6) alterations in systems of meaning (e.g. loss of previously sustained spiritual 
beliefs or loss of purpose in life)
The 5 identified Dissociative Disorders (APA, 2000)
• Depersonalisation Disorder (feeling ‘outside’ oneself): disruption in 
perception and consciousness.
• Dissociative Amnesia
• Dissociative Fugue (confusion about real identity)
• Dissociative Identity Disorder (alternation of two or more distinct personality 
states)
• Dissociative Disorder Not Otherwise Specified (Dissociation not covered by 
the above categories)
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Appendix 2: Initial email sent, acknowledgement email sent and online survey
questions
(ii) Initial email sent
Dear Colleague,
Your name has been passed to us by your Team Manager as someone who might be 
interested in training in the area of complex trauma and dissociative disorders.
On behalf of the Trust, we are doing a region wide, needs analysis to establish 
clinicians’ views and training needs in this particular area.
Your responses are therefore vital in helping us understand what the Trust is doing 
well in this regard and also what can be done better to improve services in this area. 
We are very interested in how the training and support for clinicians can be improved 
so that the experiences of clients can be enhanced.
We would like to invite you complete a very brief survey in order to register your 
interest to participate in future training planned on this topic.
The survey is in two parts;
• an initial short online questionnaire (you should be able to complete this in 
about 5 minutes or less)
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• an optional 20-30 minute interview (face to face or by telephone) to obtain a 
few more details from you -  if you agree to this we will contact you on the 
details you provide in the online questionnaire.
All responses are completely confidential. The results will be used to identify areas 
of good practice and areas where the Trust needs to improve services in this area.
To complete the survey, and register your interest in this training, please follow the 
attached link:
httn://www.fahs.surrev.ac.uk/survev/SussexNHS/
The survey is only available until Fridav April 2011. so complete it soon to take 
this valuable opportunity to have your say about what kind of service you would like 
in this area and register for the training.
I f  you require more information please contact any o f the research team: Mariette 
Henning-Pugh rM.Henning-Pugh@surrev.ac.ukk Jane Gilbert
(Jane.Gilbert@surrev.ac.uk ) or Gemima Fitzgerald (G.Fitzgerald@surrev.ac.ukf
Thank you for taking part
Jane, Mariette and Gemima (Trainee Clinical Psychologists, University of Surrey, )
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(ii) Online survey questions
Regional needs analysis of Complex Trauma 
and Dissociative Disorders
Welcome to a needs analysis survey on Complex Trauma and Dissociative 
Disorders.
The Trust is constantly looking for new ways to enhance the knowledge and skills of 
clinicians. We are therefore reviewing the service provision and training needs in this 
area, on behalf of the Trust, and would value your participation.
This survey will give you an opportunity to confidentially express your opinions in 
order to help us identify areas where the Trust should target efforts to enhance 
services and training. By participating you will also have the opportunity to register 
for a specific training program planned in this topic area.
This online survey comprises a number of short questions that can be completed in 
about 5 minutes. If you want to, you can also agree to a further short interview by 
telephone or in person.
A section is included at the end to enable us to check the representativeness of the 
sample and to compare between different groups in our analyses. You only need to 
provide your name and telephone number if you choose to participate in the follow 
up interview. This will be used only to contact you for the interview and the data will 
not be used to identify any individual responses.
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There are a number of opportunities within the questionnaire to provide additional 
comments; these comments will be included in our analysis of the responses and may 
be included in any reports. The data will not be used to identify any individuals.
Once you click 'Next' you will be directed to the first section of the survey.
If you have any questions you may contact us by email on M.Henning- 
Pugh@surrev.ac.uk Jane.Gilbert@surrev.ac.uk or G.Fitzgerald@surrev.ac.uk or by 
telephone on 01483 689441.
This survey has been approved by the Trust and the University of Surrey.
Thank you for taking part,
Mariette Henning-Pugh, Jane Gilbert and Gemima Fitzgerald 
Trainee Clinical Psychologists 
Department of Psychology, University of Surrey, Guildford, GU2 7XH, 01483
689441
1. Do you have any clients who.... ? (Please tick all that apply)
q l_ l You consider to have Complex Trauma
ql_2 You consider to have Dissociative Disorder
ql_3 Find themselves somewhere without knowing how they got there?
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ql_4 Report that they are watching themselves do things
ql_5 Report having no memory for some important events in their lives
ql_6 Report having lost time from their day without knowing why
ql_7 Have the experience that people and objects around them are not real
ql_8
Report being unsure about whether something really happened or whether they 
dreamed it
ql_9 None, Not applicable
q2
2. What (if any) interventions do you currently provide for clients with any of the 
above experiences?
q3
3. What training do you think might be helpful for you, or anyone else, who works 
with clients with the above experiences?
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q4
4. What would you say are the main challenges for you, or other clinicians, in 
working with clients that have these experiences?
q5
5. Please add any questions or comments you may have that relate to this topic.
q6
The next stage of the survey is an optional short interview, in person or by telephone. 
If you agree to go on to the next stage, we will contact you on the details you provide 
below. It would be very helpful to be able to ask you a few more specific questions 
about your clients with the above experiences and also on your own specific training 
requirements.
We would like to ask you a few more questions on this topic and your training 
requirements. Would you be willing to participate in a interview of no more than 
thirty minutes, either by telephone or in person?
q6_l Yes, I am willing to participate by telephone
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q6_2 Yes, I am willing to do a short interview in person 
q6_3 No, I would prefer not to participate in an interview
7. Please add the following details that will be held confidentially by the project team 
(Your name will be used only to identify you for interview purposes). The 
information regarding your location, professional group and years of service are 
required to allow us to map the prevalence of these concerns and the training needs 
across the trust. All answers will be treated as group level data and no individual 
responses will be identifiable. ^
locality
Locality
group
Professional Group
practice
Years of practice
name
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Name
(Only provide if you agree to being interviewed)
contact time
Best contact time/day
(Only provide if you agree to being interviewed)
contact
Contact number
(Only provide if you agree to being interviewed)
email
Email
(Only provide if you agree to being interviewed)
Thank you for taking the time to complete this survey
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Data Protection
Data collected in this survey will be held securely. Individual results are confidential 
The Trust has agreed not to identify any individuals in reporting results, and to use 
their best efforts to ensure that no individuals can be identified by implication. All 
results will be combined into an anonymised total for analysis purposes.
All participants are at liberty to withdraw from the study at any time without needing 
to justify the decision and without prejudice.
All personal data relating to volunteers is held and processed in the strictest 
confidence, and in accordance with the Data Protection Act (1998).
Exit
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(Hi) Acknowledgement email sent on completion o f online survey 
D ear,
Thank you very much for taking time to complete the online survey and also for 
agreeing to participate in our interview.
Your responses are extremely valuable to how the trust will shape its service in this 
regard in the future.
We plan to contact you by the end of this week (by Friday the 25^ *^  March) by 
telephone, in order to arrange a time to do the interview with you.
If it is convenient for you we would hope to do the interview with you sometime 
during next week (by Friday the of April). However if this doesn’t suit you we can 
arrange it for another time that may be better for you.
The interview will be about 30 minutes long and you have the right to withdraw at 
any time. We will be asking you basic details about the clients you have (such as 
numbers of clients and how you assess/identify them) with complex trauma or 
dissociative disorder, any therapeutic/treatment approach with them and the personal 
impact on you working with these clients. These details will be held confidentially 
and your personal details will not be linked to your responses in any way.
We look forward to speaking to you very soon. Please feel free to contact any one of 
us if you have any questions at all in the meanwhile.
Kind Regards
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Appendix 3
(1) Interview questions
Participant wishes to be included in a list for the training YES
(details will be made available by Maeve Crowley when available)
Demosranbics
Participant number ? (didn’t do online survey) age gender
location
Professional group years of seryice in trust / NHS
How many clients do you have with Comvlex Trauma, and how many with what you 
would consider to have dissociative disorder, or both? (note some o f  these answers 
may already be on the online questionnaire)
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How do you currently work with clients in this sroup
In your view, what is the soal o f treatment with clients with dissociative disorder?
• What trainins/additional trainins do you think would be helvful for vou/vour
colleasues to work with this sroup?
• What kind o f thinss would you consider to be important in a service designed for
this client sroup? (This could be something already available)
What is the imvact on you ofworkins with these clients vrofessionallv/versonallv?
How did you feel bein2 part o f this needs analysis process?
Any additional comments?
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(ii)Example of annotated interview
Participant wishes to be included in a list for the training [YES
(details will be made available by Maeve Crowley when available)
Demographics
Participant num ber_________ ? (didn’t do online survey)______ a g e ____56___gender______F_
location
Professional group C P N  3 years of service in trust 25 in NHS
Interview Questions
JGl
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How many clients do you have with Comvlex Trauma, and how many with what you 
would consider to have dissociative disorder, or both? (note some o f these answers 
may already be on the online questionnaire)
• 3 out of a caseload of 27 (CT) -  more have had DD in past, or PTSD or unclear what 
they have suffered from. Also where psychosis overlaps with DD unclear.
• All clients with CT on my caseload have been sexually abused as children. One 
became the abuser then domestic violence issue. Many BPD aspects to presentation 
-  not sure when one starts and the other stops
• One uniting factor is all have had a very complex history -  in assessment the most 
important thing to focus on is getting a detailed history -  take your time. Using a 
genogram useful. People usually either tell you a lot or they get skittish which is in 
itself a clue in sensitive areas. Needs to be a process of continuous assessment -  
CPNs gather info over time, and this is the role of a CPN rather than treating 
directly.
• Team as a whole not great at picking DD CT up -  usually they need to be identified 
through a psychiatrist and they have different views about diagnosis. Sometimes 
people end up slipping through the net.
• Also depends on your experience and when you were trained -  some CPNs might 
pick it up and others not, or people don’t get referred to the right places and get 
missed.
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How do you currently work with clients in this sroup
• CPNs can’t really do therapeutic work -  that takes place in psychology. CPN role is 
more to do with ongoing support or crisis management -  we don’t or can’t do 
exploratory work, more just a holding role and being there.
• We could do more I think -  too dangerous though. You need to have dedicated and 
protected time otherwise you leave yourself and your client open to misunderstanding 
and they might feel let down.
• Sometimes they get a good service -  they usually get a lot of input from different 
professionals, my role with my CT client is to support and contain her.
In your view, what is the soal o f treatment with clients with dissociatiye disorder?
Depends on professional group- CPN goal is to support. Overall goal depends on the 
person -  it might be to explore the trauma if the person is able to or do more 
practical things about dissociation. Depend if the person is psychologically minded.
What trainins/additional trainins do you think would be helvful for you/your 
colleasues to work with this srouv?
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• There is no training! -  CPNs just have to get on with it -  I think this is shocking. 
Training should focus on helping staff understand the area and what approaches are 
beneficial and what aren’t -  currently we are offered nothing and it makes people 
anxious. We need training in how these clients present, where we could refer to, 
what assessments to do.
What kind o f thinss would you consider to he important in a service desisned for 
this client sroup? (This could be something already available)
More specialised supervision would be good but sometimes it feels like there isn’t 
time for this really.
To be honest my first priority would be a specific service for PD clients as a whole 
as you see more of this. And there is a great overlap. However a specific service 
would work like a CMHT although having the option of an inpatient stay for 24 hour 
periods would be useful. Risk could then be managed better. The problem is one of 
resources as treatment takes years and years.
What is the imvact on you o f working with these clients professionally/personally?
Experience helps in dealing with this.
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Many clinicians are wary of this group and feel they have been traumatised by 
clients and their stories -  sometimes it can be an assault on your senses. Also the 
risk -  CT clients are often acting out and can instil anxiety - 1 feel like I often come 
to work with anxiety and I feel like I have to cover my back whilst having to be 
constantly available -  the pressure is more form her than the nature of the trauma.
You need to harden yourself up to work with trauma -  we just have to deal with it. 
You have to be tough and pragmatic.
How did you feel beim  vart o f  this needs analysis vrocess?
Any additional comments?
This very much depends on your role in the team I  think
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Appendix 5: Proof of Presentation to the Service (email from  field  
supervisor)
From------------------------------------------------------------------------------------------   ]
Sent: 18 August 201111:00
To: Fitzgerald GJ Miss (PG/R - Psychology); Jane Gilbert (Sussex Partnership Trust); Henning-Pugh 
Mariette
Subject: Copy of your SRRP 
Dear all,
Well done for today!
I do not have a copy of your individual projects despite checking all my 
files. Can you please send me a copy?
Regards 
M-------
Time to  Change is England's biggest campaign aimed at tackling the  stigma and discrimination
associated with mental illness. J o in ------------------as a m em ber  and pledge your support to  end mental
health discrimination today. 
* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * *
This message and any at tachm ents  contain confidential and privileged information. If you are not th e  
in tended recipient please accept our apologies and delete  th e  email after advising th e  se nder  of th e  
error. Please do not disclose copy or distribute information in this e-mail or take any action in 
reliance on its contents: to  do so is strictly prohibited and may be unlawful.
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The information contained within it may be subject to  public disclosure under th e  Freedom of 
Information Act (2000), unless it is legally exempt from disclosure.
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Abstract of Qualitative Research Project
Exploring the impact of internet dating on men and
their self-views:
‘Shopping for love online: ‘dodgy chicken % ‘naïve 
scientist’, ‘expert’ or ‘an natural. ’
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A great deal of research has been conducted into the scientific complexities of selecting a 
partner and falling in love, focusing on areas such as genetic and biochemical factors. It has 
also widely been found that there are frequent discrepancies between online self­
presentations and ‘reality’. Whilst research has focused on dater’s self-presentations, the 
effect of internet dating on people’s sense of identity has not been extensively researched.
The aim of this study is to explore representations of the self in relation to internet dating 
through lived experience. The research question is: How do experiences of internet dating 
impact on views of self in adult heterosexual men?
Four heterosexual men aged between 30 and 40 were interviewed. The questions were 
developed through discussion and consensus between the researchers and were analysed 
following the Braun & Clarke (2006) six-stage thematic analysis. Four overarching but 
interrelated themes were identified: People as commodities; the scientific vs. the natural; 
becoming an expert and shifting self-perceptions.
Internet dating was sometimes described as ‘shopping’ for partners, whilst the internet dating 
process itself was a product where your experience depends on your expectations. 
Participants also felt like commodities in the process. All four participants perceived internet 
dating as a more scientific way to meet potential partners. They also appeared to consider 
romantic connections as random and difficult to predict. Regardless of their overall cynicism 
regarding the science of selecting a suitable mate, all the participants did appear to employ 
some quasi-scientific methods to filter potential partners. Participants also viewed their 
experiences as changing the way they saw themselves.
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This research could facilitate a greater dialogue around online dating’s strengths and 
limitations and examine how subjective realities are related to overarching discourses 
around internet dating operating within wider society.
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Abstract
Background: Some research on combat-related trauma suggests that Post Traumatic 
Stress Disorder (PTSD) is socially constructed and mediated by historical, social and 
political context. PTSD continues to attract controversy, but is often used as a way of 
understanding combat-related trauma in both military and civilian cultural contexts. 
However, recent literature suggests that the PTSD label might not be appropriate to 
represent the variability of expressions of distress in serving and discharged combat 
personnel. Furthermore, reluctance to seek help amongst this group makes it more 
difficult to appreciate potential variability in distress responses.
Current study: The current study attempts to build on previous work to understand 
how trauma is constructed according to context and what this enables and disenables 
amongst a veteran population.
Methods: Discourse analysis was carried out on the transcripts of two focus groups 
comprising four male officer veterans and four male non-officer veterans. Discourse 
analysis was also carried out on a purposive selection of 8 newspaper articles from 
the Mail, the Telegraph and the Sun from 2000-2012.
Findings and conclusions: Overall, the newspaper sample positions veterans as 
deserving of treatment for combat-related trauma and locates the problem with lack 
of treatment on the part of governments and civilians who are compensated for 
spurious PTSD claims. In contrast, the legitimacy of trauma experience is managed 
in the focus groups through being constructed as unhelpful to cohesion, not likely to 
occur in those who are properly trained, not a thing associated with masculinity, and 
not legitimate unless one has served in a particular conflict or at a certain historical
140
point. These serve as potential barriers to treatment. Additionally, across the dataset 
it may be observed that expressions of distress in combat veterans are broader than 
those specified in PTSD diagnostic criteria.
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Introduction 
Defining trauma
Trauma is a term and a concept that has meant different things to different people 
across diverse cultural contexts and at various points in time; it can be argued that it 
is something that has been and continues to be constructed according to historical, 
social and political context.
Trauma appears to encompass diverse experiences. A cursory internet search reveals 
that it is talked about in accounts from people who have been involved in accidents, 
from refugees and asylum seekers, from mothers who have experienced difficult 
childbirths and of course, from people in the armed services who have been involved 
in combat. Given the diversity of experiences that are talked about as ‘trauma,’ it 
makes it difficult to arrive at a definition that can encompass them all.
I would argue that it is important to focus on how trauma is constructed according to 
context for two reasons. Firstly, different constructions of trauma serve particular 
functions in the social world; that is, constructing trauma in a certain way both 
allows and disallows certain ways of making sense of experience. Secondly, 
considering the power dynamics within these constructions can help make clearer 
how people suffering with particular types of psychological distress might best be 
understood and helped.
The concept of trauma has been subject to alteration and reclassification throughout 
its history. It appeared in Freud’s work in the guise of ‘traumatic neurosis’ (Wilson,
1994) and it has been argued that it was this that formed the staple understanding of 
the subject in the medical and psychiatric profession until the end of the Vietnam
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War (Wilson, 1994). The Oxford online dictionary (2013) defines trauma in the 
following way:
• la  deeply distressing or disturbing experience: a personal trauma like the 
death o f a child [mass noun]: many experience the trauma o f divorce
• [mass noun] emotional shock following a stressful event or a physical injury, 
which may lead to long-term neurosis: the event is relived with all the 
accompanying trauma
• 2 [mass noun] Medicine physical injury: rupture o f  the diaphragm caused by 
blunt trauma
This definition creates the possibility for many different experiences to be classed as 
‘distressing or disturbing,’ and the etymology from the Greek word for ‘wound’ also 
shows how trauma can describe the physical or the psychological domain; trauma is 
still used to describe physical injury within a medical discourse.
However, as this study is concerned with trauma as a result of taking part in armed 
conflict, it is important to consider how this context defines trauma. This in itself is 
unclear, and much contemporary research has focussed on how military distress may 
or may not be related to the symptoms encapsulated by PTSD (Fear et al, 2010), and 
whether factors salient prior to military service are important influences. Research 
has shown that there are many other ways in which distress is conceptualised in the 
military, for example through excessive use of alcohol (Hotopf et al, 2006). 
Therefore, the remainder of this introduction section will consider how historical 
understandings of trauma have influenced contemporary understandings of what 
trauma might mean in a military context.
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Reflexive statement
My own position in the debate influences the research process and the framing of my 
work. As part of my clinical placements, I have come into contact with some people 
with a diagnosis of PTSD (both military veteran and civilian) and some who, 
although experiencing some of the criteria associated with PTSD, do not have the 
diagnosis. I have observed how these different positions influence both people’s own 
perceptions of their experiences as well as how others view them and the treatment 
offered. Also, I have spent some time living and working overseas, and although this 
was not in a psychological context, I have noticed how concepts related to mental 
health are perceived in different ways across cultures. This has made me interested in 
the cultural mediation of any concept. Thirdly, I also spent some time working in 
government in relation to the Ministry of Defence (MOD). I worked alongside 
soldiers who had experienced conflict situations, some of whom had responses to this 
that they described as trauma, and some who had had similar experiences but did not 
use this word. Considering these experiences, this piece of research is a construction 
of one possible understanding of how trauma is constructed; there will, of course, be 
others.
This study is connected to other research carried out by a trainee clinical 
psychologist two years ago (Reeves, 2011). This research conducted a thematic 
analysis of how trauma is understood within the UK military, and data from this has 
been used in the current study. It is important to acknowledge the influence of the 
previous work, in that the way in which Reeves collected her data will have 
inevitably influenced what she found, and therefore, the discourse analysis that I am 
conducting is constrained by the particular conversations in which she took part.
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Trauma research
At this stage it is important to place the literature around trauma and post traumatic 
stress disorder (PTSD) in context and to consider contexts other than military in 
which a diagnosis of trauma might be used.
The neurologist Charcot was one of the first researchers into trauma. Working at the 
time when psychiatry as a discipline was undergoing a period of intense 
development, he thought that psychological trauma was the origin of the mental 
illness known as ‘hysteria.’ Charcot argued that this often revealed itself through a 
form of paralysis often including anmesia, convulsions or sensory loss, which 
occurred a period of time after a physical trauma was sustained (Ringel & Brandell, 
2012). Charcot made the link between the ‘hysterical symptoms’ and psychological 
experience, noting that the symptoms often played a dissociative role and were the 
result of having endured very difficult experiences (van der Kolk, Weisaeth, & van 
der Hart, 1996).
Freud was influenced by Charcot and studied the concept of psychological trauma 
throughout his career. However, his views varied significantly at different points. In 
1896, he suggested that sexual abuse at a young age by another person was the 
specific cause of hysteria (Freud, 1896/1962, cited in van der Kolk, Weisaeth, et al., 
1996, p. 54). However, Freud later abandoned this ‘seduction theory’ and remodelled 
it as related to difficulty in acknowledging sexual or aggressive emotions, rather than 
as connected to actual abuse. Freud’s influence on later understandings of trauma 
was significant. Bracken (2001) argues that as a result of the strong influence of 
Freud and psychoanalytic approaches on early classification systems in psychiatry.
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symptoms of trauma were viewed as time-limited if there was no other pathology 
present, and were the result of conflicts originating in formative years. Bracken 
argues (2001) that this did not take into account the potential of events in adulthood 
as causing trauma pathology.
The influence o f war on understandings o f trauma
Much research into trauma was carried out on military populations. Arthur Meyers 
used the term ‘soldier’s heart’ in 1870 (Van der Kolk 1991) to describe what he 
viewed as primarily the over-arousal of the cardiovascular system after a soldier had 
been at war. The symptoms he noted included fatigue, palpitations and tremors, and 
indicated a biological response to the stress of battle (Birmes et ah, 2003; Moreau & 
Zisook, 2002).
The biological explanation meant that the military establishment was not forced to 
answer uncomfortable questions about the meaning of war itself (Van der Kolk et al 
1996). It may also reflect the kind of knowledge (i.e. ‘scientific’) that was given 
status and thus privileged at the time.
During the First World War, the term ‘shell shock’ with its accompanying symptoms 
of ‘crying and silent unresponsiveness’ (Lasiuk & Hegadoren, 2006) became a 
common construction for understanding of the experiences of soldiers in the 
trenches. The reaction was initially considered due to ruptured blood vessels through 
experiencing explosions. It has been argued that soldiers with shell shock were 
viewed as unfit for duty and were sent home (McHugh & Treisman, 2007). This is an 
example of psychological trauma being related to weakness (Reeves, 2011).
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Psychologists screened recruits before deployment to ‘check’ for the likelihood of 
developing shell shock (Sammons, 2005). This could have proliferated the idea that 
there was something substandard in recruits who might be deemed likely to suffer 
from shell shock, and thus those who were able to go to war automatically became 
constructed as being strong.
Understandings of shell shock then moved more towards ideas of inherent 
‘weakness’ and even ideas about genetic vulnerability (Van der Kolk, 1991). At this 
time much work was being carried out into genetic inheritance, with the early work 
of Gregor Mendel being rediscovered and debated in scientific circles (Bowler, 
2003). Ideas about Darwinism were also gaining momentum, lending weight to the 
idea that if a person suffered traumatic reactions, they must be constitutionally weak 
and therefore inadequate soldiers (Brunner 2000). Trauma and weakness were again 
linked.
By the Second World War it was being argued that group factors such as 
communication and trust were most predictive of the development of psychological 
problems in soldiers (McHugh & Treisman 2007), which also meant a radical change 
in the approach to treatment. Rather than being sent home unfit and in disgrace for 
being cowards, suffering soldiers were instead given periods of rest and recuperation 
close to the front line. This approach was termed ‘forward psychiatry’ and included 
the assumption that the negative emotional reactions associated with war were 
actually a normal human response to circumstances rather than indicative of any 
weakness. It was thought that treatment in the conflict zone was better than sending 
people home; otherwise the protective factor of group cohesion would be removed
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and individual stigmatisation and isolation would be increased. This also legitimised 
soldiers remaining deployed in the war (as it was actually for their own good), as 
well as minimising the costs of sending people home and making it more difficult for 
malingerers to escape the fighting (McHugh & Treisman 2007). Jones et al (2003) 
note that although positive results were reported of the forward psychiatry approach, 
personal records kept by psychiatrists suggested a less successful picture. However, 
they argue that reporting negative results could both damage a doctor’s career and 
affect morale, perhaps indicating that social forces mediated what could be presented 
as true.
It has been argued that there was something particular about the political and 
economic context in the US after the Vietnam War that produced the ‘creation’ of the 
post traumatic stress disorder (PTSD) diagnosis (McHugh & Treisman, 2007). 
Lasiuk and Hegadoren (2006) argue that it was this political process rather than 
empirical research that led to the arrival of PTSD in the 1980 DSM III. They allege 
this is evidenced in the way that PTSD is narrowly constructed, based only on the 
experiences of combat veterans and holocaust survivors, both significant groups in 
US society at the time (Lasiuk & Hegadoren, 2006; Shepherd, 1999), a point to be 
returned to later.
Trauma related to abuse
However, there were other factors which influenced the development of the PTSD 
construct. Ringel & Brandell (2012) argue that during the 1970s, trauma related to 
the abuse of women became much more in the public domain, largely as a 
consequence of the women’s movement. They draw comparisons between the
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Vietnam War veterans’ groups and women’s consciousness raising groups in the way 
on which both focussed on achieving validation and support for their suffering, as 
well as campaigning for social and political change. Russell (1984) conducted 
research which found that of a random sample of US women, one in four had been 
raped and one in three had been sexually abused. She asserts that previously most 
occurrences of abuse had remained hidden and unreported in the home. Herman 
(1992) comments that studies such as this led onto a more detailed understanding of 
how to assess and treat domestic violence and its consequences.
PTSD
It has been argued that the increasing influence of the survivors of abuse movement 
and the Vietnam veterans community combined as a result of mental health 
professionals reporting similar symptoms in their clients (Herman, 1992). This 
influenced the way in which the PTSD diagnosis was set up in the DSM III; although 
it addressed some common symptoms following experiences such as combat, rape, 
domestic violence or child abuse, and established the four clusters of intrusive re- 
experiencing, avoidance, hyper arousal and hyper vigilance, the diagnosis failed to 
focus specifically on early antecedents for trauma-related distress, such as abuse or 
neglect in childhood. It also did not allow for more complex psychosocial 
explanations (Bracken, 2001).
The existence of the diagnosis of PTSD is controversial, and much has been written 
about how it came about and problems with its conceptualisation, a point to be 
returned to later. However, in the last thirty years much research into trauma has
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been grounded by an understanding of PTSD, and some public perceptions of trauma 
have perhaps been influenced by this.
According to the Diagnostic and Statistical Manual IV (Text Revision) (DSM IV- 
TR), (APA, 2000), a diagnosis of PTSD requires exposure to a traumatic event which 
has included actual or threatened death or serious injury to the individual or someone 
else, and where the sufferer’s response involves ‘intense fear, helplessness or horror.’ 
It also requires sufferers to experience symptoms from three symptom clusters; 
intrusive recollections, avoidance and hyper-arousal. These symptoms must be 
present for more than one month and severely impair the sufferer’s ability to function 
in key areas of their life such as work or relationships (APA, 2000).
Although I am focussing on the DSM, as this is the system most widely used in the 
context I am working and studying. The International Classification of Diseases 
(ICD) also contributed to understandings of trauma. The ICD has been the 
international standard diagnostic classification since 1994 and is used by the World 
Health Organisation. PTSD was first featured in the ICD 9 in 1992, although 
classifications such as ‘adjustment reaction’ following exposure to acute stress was 
included in the 9^  ^ edition in 1978. These ‘stress reactions’ were described as being 
transient (Turnbull 1998) and could be of any severity and nature. PTSD as a defined 
disorder appeared in the DSM in 1980, and in the ICD 10 in 1992. Each defines 
PSTD in largely similar ways. However, there are a few differences. For example, in 
both someone has to be subjected to a traumatic ‘stressor,’ but whilst the DSM 
requires a specific subjective reaction to this, the ICD does not. Also, the exact 
numbers of symptoms required for diagnosis differ. PTSD in the ICD-10 has not 
gained the same level of recognition as in the DSM, perhaps because of its wider
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mandate as part of the World Health Organisation to focus on all illness, whereas the 
DSM focuses more specifically on mental disorder.
That the construction of trauma is an ongoing process is also evident from some of 
the changes to the criteria in DSM V, published in May 2013. The three cluster 
symptoms described above have been redefined as four symptom clusters; re- 
experiencing, avoidance, negative cognitions and changes in mood and arousal levels 
(APA, 2013). Additionally, the criterion requiring fear, horror or helplessness 
immediately after the stressor event has been removed, and PTSD itself will move 
into a new classification of trauma and stressor-related disorders rather than anxiety 
disorders.
The label of PTSD has been applied to other posttraumatic syndromes such as Rape 
Trauma Syndrome and Child Abuse Trauma, (Courtois, 2008). Research into 
dissociative disorders and their association with childhood abuse led to the 
conclusion that people who had experienced chronic trauma did not necessarily have 
the same psychological problems as those diagnosed with PTSD (Courtois, 2008). 
Other work makes links between childhood trauma of and the later development of 
psychosis (Goodman et al, 1997, cited in Bentall, 2008). Some evidence seems to 
support a distinct category for Complex PTSD, (CPTSD) or at least demonstrates the 
need for a concept to account for experiences not accounted for by PTSD (Courtois, 
2008).
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The impact o f PTSD on understandings o f war trauma: The Falklands Wary The 
First Gulf Wary 2f^ century conflicts and current research into trauma and the UK 
military
According to Shepherd (2000), PTSD as a concept did not become established in 
Britain until after the Falklands War. He argues that this may have been a deliberate 
avoidance on the part of the Ministry of Defence. It seems plausible that minimising 
public perception of military suffering during the Falklands War Avas pragmatic for 
the government of the day, given the war’s controversial nature.
The role of PTSD in Britain was perhaps complicated by the emergence of what 
came to be called ‘Gulf War Syndrome’ after the Gulf War (1990-1). The symptoms 
of this syndrome were predominantly physical, including headaches, cognitive 
problems and digestive issues. However, some sufferers were labelled as malingerers 
and accused of only seeking compensation (Fossey 2010). There is a continuing 
debate about whether this is the case or whether exposure to toxins during the war 
could have produced such physical symptoms. Reeves (2011) comments that for 
veterans, it might be that the idea of being affected by toxins is more comfortable 
than admitting the experience of psychological distress.
In the last 10 years, there has been more systematic research carried out into veteran 
health (both physical and mental) than ever before. A large scale study carried out by 
The Kings Centre for Military Mental Health (a collaboration between the Institute 
of Psychiatry and the Department of War Studies at Kings College London) in 2006 
compared military personnel who had and had not served in the Iraq conflict. It was 
found that there was no ‘syndrome’ that had appeared to characterise the
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constellation of symptoms reported to have arisen from the Gulf War, and that there 
was in fact no increase in mental health problems per se except for those soldiers in 
combat roles who were in the reserves. It was also found that shorter lengths of 
deployment helped reduce the risk of distress and also that pre-deployment mental 
health screening and psychological debriefing were ineffective (Hotopf et al, 2006). 
Some research has controversially suggested that socioeconomic status is related to 
likelihood of developing trauma, (Schnurr et al, 2004) but it may also be that soldiers 
from this group have less capacity to cope with adversity and may be more likely to 
turn to counterproductive coping strategies. Also, it could be argued that if the 
biggest predictor of PTSD is being in a war, then there is something inevitable about 
its development in some individuals which cannot necessarily be prevented.
A follow-up study to the 2006 work in 2010 (Fear et al, 2010) found that there were 
no increases in mental health problems in those who had previously been studied that 
could be related to their combat experience. The types of problems experienced most 
were common mental health problems that would be found in the general population, 
rather than PTSD. The researchers identify a mismatch between the actual problems 
reported by troops and targeted care; presently most of the current mental health 
initiatives remain focused on PTSD even though this is not the biggest problem. 
(Fear et al 2010).
Fear et al (2010) found that there was no association between multiple deployments 
and mental ill health. The study is based on data from the previous few years, where 
British forces were stretched by being committed in both Iraq and Afghanistan, and 
multiple deployments would be more likely. Although Fear et al (2010) acknowledge 
that there might be a ‘healthy warrior’ effect (where people with poor psychological
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health are less likely to be redeployed quickly and therefore those who have 
experienced multiple deployments in fact are just a more resilient group), the study 
also says that the lack of association ‘can be viewed as support for the 
appropriateness of the UK Military’s ‘Harmony’ guidelines, which outline the 
recommended number of deployments and length of time between deployments for 
the UK armed forces’ (Fear et al, 2010, p i794). A discourse analyst could view this 
as a way of presenting reality that potentially legitimises and makes seem logical a 
particular political position; that it is acceptable to send troops on multiple 
deployments as there will not be any ill effects on their mental health.
Critiques o f PTSD
The Vietnam War and PTSD
The PTSD diagnosis has been heavily criticised in the following key areas: its 
relationship with the Vietnam War, sociological arguments which suggest the 
diagnosis is in some way a reaction to the postmodern world, anthropological 
arguments which criticise it for being western-centric and potentially damaging when 
applied in other contexts, criticisms that it unhelpfully pathologises normal human 
reactions to distress, and instability in the way in which it is defined in the DSM. It 
has also been criticised in terms of how it is linked with economic concerns about 
compensation. I will look at these criticisms now in turn.
Herman (1992) argues that the advent of feminism in the 1970s allowed the 
consideration of the impact of the trauma of rape, and similarly, the widespread anti- 
Vietnam War pressure movement offered an alternative way of looking at war. 
Previously the propaganda message delivered had been that war was associated with
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individual glory, and was a positive thing. Bracken (2001) argues that because there 
was a social context for viewing the Vietnam War as negative, this enabled 
psychiatry to take seriously the psychological problems of veterans, and that PTSD 
was the socially constructed result of this process.
It has been argued that on returning from war, US soldiers found themselves labelled 
negatively for alleged atrocities against Vietnamese people. Some were called 
‘babykiller’ or ‘psychopath,’ and this public reception could have been influential in 
the instances of distress and antisocial behaviour which followed (Summerfield, 
2001). Psychiatrists diagnosed veterans with depression, anxiety, personality disorder 
or schizophrenia. This meant that the new diagnosis of PTSD was also criticized for 
being unnecessary, as it was argued that the experiences of trauma sufferers were 
already covered by combinations of other disorders (McNally, 2003).
PTSD as a reaction to the post-modern world
Bracken argues that PTSD is related to something peculiarly associated with life in 
contemporary post-modern societies. (Bracken, 2001). Herman (1992) considers the 
‘social trauma’ of world events such as war, arguing that there is a pattern requiring 
traumas to be removed from social consciousness as well as from individual 
consciousness. She argues that a secure social context is required for an individual to 
hold a traumatic event in consciousness, and for society to hold an event in its 
collective consciousness similarly requires the context of containing social and 
political institutions. Trauma researchers have identified a key symptom of PTSD 
being a loss of meaningfulness, leading to people being unable to integrate the
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meaning of the traumatic event into their other experiences, which consequently 
produces distress. Bracken (2001) argues that there is something about the post 
modern world which threatens the institutions and structures, such as the church, 
which have given people the means by which to understand things like death and loss 
and consequently create this sense of meaning. Also, shifts in the economic order 
have meant that the priority has become consumption rather than production, and that 
the result of this is the ongoing creation of new needs and desires to satisfy. This 
extends to what Bracken calls an ‘expert discourse’ (Bracken, 2001, p740). This 
includes psychology, and has led to the idea of the ‘traumatised individual’ seeking 
psychological ‘help’ from ‘experts’ for personal problems. Bracken goes on to argue 
that these social conditions may be related to the increasing ‘popularity’ of PTSD as 
a diagnosis; it captures this sense of a loss of meaning, and in some way reflects 
Western society’s need to contain and categorise the negative life events previously 
given meaning by their place within a more predictable and organised social world 
(Bracken 2001).
However, this critique is something of a generalisation that the modem and 
postmodern worlds are discrete things, and Bracken does not take into account the 
likely variability between how able people were at different points in history to 
ascribe meaning to events via robust social institutions. It also does not discriminate 
between when people may be experiencing significant problems as a result of a 
horrible experience, or where they may be suffering more from existential angst. 
However, it makes sense to question the overtly cognitivist and applied science 
model within which PTSD is located, which is often presented as being ‘true.’
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Cross-cultural applicability
The PTSD diagnosis has also been criticised for being Western-centric (Bracken, 
2001, Summerfield, 1995, Young, 1995). Young, a medical anthropologist, 
encapsulates this by criticising PTSD as being ‘glued together by the practices, 
technologies, and narratives with which it is diagnosed, studied, treated, and 
represented and by the various interests, institutions, and moral arguments that 
mobilized these efforts and resources’ (Young, 1995, p5). Summerfield (1995) 
suggests that PTSD cannot automatically be applied in non-Westem cultures due to 
the way in which it reflects western concepts and cultural organisation. This is 
particularly important in terms of how it assumes distress ‘happens’ in the mind of an 
individual. He also asserts that the meaning attributed to different trauma 
‘symptoms’ is variable across cultures, for example nightmares depicting a traumatic 
event might be a problem for one person but not another (Summerfield, 1995).
Summerfield studied war displaced people in Nicaragua. Although he found that 
symptoms of PTSD were observable, he noticed that this was not something that the 
people themselves paid much attention to, instead focussing more on somatic 
problems. He also did not identify these people with being ‘psychiatric casualties’ 
(Summerfield, 1995, pi), instead commenting that they were managing as well as 
could be expected given the likelihood of being attacked. Interestingly, he points out 
that in this context, a PTSD symptom such as hyper vigilance could be valuable 
rather than problematic, as it might save lives.
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Pathologising * normal* human reactions
Another criticism of PTSD is that it unhelpfully pathologises normal responses to 
traumatic events (Burstow, 2005). Burstow argues that flashbacks and nightmares are 
in fact an essential part of processing trauma, that PTSD does not take into account 
the social context of the ‘traumatised’ person, and that it might be expected that 
someone might not have ‘recovered’ from a traumatic event one month afterwards. 
She criticises the DSM for suggesting that if this is the case there must be something 
wrong with the victim. Burstow argues that this makes the diagnosis potentially 
damaging, particularly if clinicians try to eradicate these symptoms which actually 
have a psychological purpose. (Burstow, 2005). She also asserts that the idea of the 
world being a ‘safe place’ is inherently false and that to classify people who are for 
example, hyper vigilant to threat as having a disorder, is part of a white, western, 
patriarch-dominated model of society.
Torture
Summerfield (1995) argues that how a person ascribes meaning to an event is the 
most important aspect of how they will respond to trauma. This is supported by work 
focusing on people who have been victims of torture. Patel (2011) argues that it is a 
mistake to assume that the model of PTSD can predict how people might integrate 
their experience of torture with other traumatic experiences. In the west, torture 
might be conceptualised as a violation of personal integrity, but it does not 
necessarily follow that it is viewed in the same way cross-culturally (Patel, 2011; 
Summerfield, 1995). In cultures where more importance is placed on the community
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and the family, an individual’s experience may be considered less important than the 
collective, no matter what they have experienced. The PTSD diagnosis privileges the 
inner world of the individual, and thus cannot account for these wider collective 
factors. Summerfield (1995) notes that torture is itself contextual and rarely happens 
in isolation, instead destroying whole communities. This could mean that the 
destruction of families is the key meaning attributed to the torture, rather than more 
individual experiences which may or may not align with the symptoms of PTSD. 
Summerfield cites the example of women in the Philippines raped by soldiers; they 
became prostitutes in order to survive, as their rural communities no longer accepted 
them. Their trauma, then, is as much connected to this rejection as to the original 
event. Similarly perhaps, torture may not be what its victims report as the worst thing 
they have experienced (Summerfield, 1995). This weakens the case for providing 
services such as refugee counselling in western countries within a PTSD framework. 
Instead, Summerfield argues, any intervention must be Conceptualised as part of a 
wider human rights framework, focussing as much on practical concerns such as 
housing.
Changes in the DSM
Further criticisms of PTSD focus on the way in which PTSD’s symptom definitions 
have changed over different iterations of the DSM. For example, PTSD’s criterion A 
requires there to have been a ‘stressor’ event before a diagnosis can be given. The 
definition of this was broadened in DSM IV to include people who were not 
themselves directly exposed to the stressor but who heard about it from someone 
else, leading to people who had watched a frightening Halloween TV programme or
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losing cattle to foot and mouth disease attracting a PTSD diagnosis (Summerfield,
2001). McNally (2003) considers the differences between being in a war and hearing 
about being in a war, and argues that the latter must be ‘qualitatively distinct from 
being subjected to military bombardment for days on end while huddled in a muddy 
trench’ (p231). He argues that such diversity of experiences makes it impossible for 
there to be a single underlying psychobiological mechanism that can account for 
them all. McNally (2003) cites work by other researchers who have argued that 
something like overhearing sexually explicit jokes in the workplace can be viewed as 
a traumatic stressor, and criticizes this as something related to the gaining of 
litigation compensation. These continuing debates seems to call into question how 
helpful PTSD is a as a category aiming to classify , as clinicians and academics still 
fail to reach a consensus on definition and what were once considered key aspects of 
a PTSD diagnosis (such as the requirement to experience a particular subjective 
reaction to the ‘stressor’ event) are now discredited. This further emphasises how 
trauma is inseparable from the context, as well as how much it remains a contested 
concept.
Malingering
One of the key criticisms of PTSD in the Western world is the scope for people to be 
‘malingering’ their symptoms in order to gain financial rewards. This criticism has 
been levelled particularly at Vietnam veterans (McNally, 2003).It is easy to see why, 
with the prospect of a substantial yearly payout, that veterans would find it difficult 
to say if their symptoms had disappeared, as this would been significant financial 
losses. This is also an issue in the civilian world, where people may receive
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compensation for accidents. There have been some identified cases of outright fraud 
in relation to this. For example, Burkett & Whitley (1998), found that some Vietnam 
‘veterans’ had never even served in that conflict, or in some cases even been in the 
military, yet were still receiving compensation. These researchers also claim that 
many studies of combat related PTSD, particularly in the US, are obscured by 
including people who may have lied about the nature of their combat experiences. 
This means that the research findings that our knowledge of PTSD is based on may 
well be questionable.
Men *s help seeking patterns
As constructions of trauma have changed over time, so have attitudes towards help 
seeking for mental health problems. Shepherd (2000) considers sociological change 
to be responsible for the loss of the ‘stiff upper lip’ approach to mental distress, 
which was a dominant discourse during the Second World War, to the current 
context where there is more of a focus on talking about difficult feelings. In this way, 
culture and context constrain what is possible in terms of seeking help. As this study 
is focusing on a male military population, a group which has its own culture and 
where there is a reluctance to seek help for distress, it is important to consider what is 
known about how men access help in general and how military culture might mediate 
this.
It could be argued that the military represents a distinctive culture in itself, with its 
own ideology and practices. It has been identified that within this ‘culture’ there is a 
dominant discourse that centres on physical and mental resilience and fitness, and 
where being seen to experience distress represents a weakness (Langston et al, 2010).
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It has also been suggested that characteristics such as toughness or resilience are 
positioned in opposition to those associated with mental health, which is viewed as 
being ‘feminine’ and centred on discussion (Kilshaw, 2008). This may impact on 
how able soldiers feel to access help. It could also be argued that mental health 
services exclude certain groups, for example, men, by not adequately challenging 
such discourses.
The concept of hegemonic masculinity proposes that men are expected to conform to 
an idealised form of ‘maleness’ in order to remain dominant (Connell, 1995). In 
order to claim an idealised masculinity, men must be strong and refuse to 
acknowledge personal pain which could be viewed as weakness (Kaufman, 1994). 
This also enables them to maintain identities associated with power and privilege 
(Courtenay, 2000). It has also been argued that social norms of traditional 
masculinity can lead to the inhibition of expressing emotion (Moller-Leimkuhler,
2002). Consequently, for most men, the idea of asking for professional help is 
associated with stigma. This appears to be true for a military population.
It has been found that men are less likely than women to seek help for physical and 
emotional problems. Research shows that men are less likely than women to label 
feelings of distress as ‘emotional problems,’ irrespective of age, social background or 
ethnicity (Addis and Mahalik, 2003). O’Brien et al, (2005) argue cultural messages 
received about the importance of being tough, controlled and self reliant conflict with 
the processes associated with seeking help, such as relying on others or being 
emotionally uncontained. This could be relevant to a consideration of the role of a 
successful soldier which is constructed as highly masculine. Male ideologies can be
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very powerful in influencing what members of a particular culture understand as 
being ‘normal.’ As there is evidence that cohesion is a key part of being a successful 
soldier (Fear et al, 2010), challenging such homogenised masculine roles is very 
difficult.
Green et al (2010) argue that the military context means that caring behaviour is 
based on the strong bonds between soldiers and that this ‘looks like’ the camaraderie 
and banter that is identified by them as a feature of army life. This research 
acknowledges a contradiction regarding the existence and tolerance of emotional 
distress within the army; there is something about being in a cohesive unit that 
actually supports people suffering from distress, whilst, at the same time, this 
cohesion also promotes an attitude of intolerance towards people who do not fit into 
its confines which affects people’s perceived capacity to seek help.
Research has also shown that the degree to which a problem is viewed as being 
‘normative’ influences help seeking behaviour (Addis and Mahalik, 2003). This is 
important considering the relative difficulty veterans have in acknowledging distress 
of any kind within their peer group. The fact that the focus groups in this study were 
also in peer groups (see method section) may have strengthened the effect of this. 
This could mean that, as trauma is not observed much, it is considered non- 
normative. This is related to the idea that the reactions of others are key to the 
decision about whether to seek help (Wills & DePaulo, 1991); in a military context 
where peers may align with a construction of help seeking associated with 
weakness, this could be influential.
It has been found that men are less likely to seek help if the ‘problem’ is ‘ego central’ 
(Wills & DePaulo, 1991), i.e. related to a quality that the individual perceives as
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important. Addis & Mahalik (2003) use an example to illustrate this, where a man 
who conforms to the idea of emotional stoicism feels that seeking help for depression 
threatens his self esteem, but, if he does so, he constructs his choice as one related to 
‘taking control’ of the problem. This then serves to support the norm of emotional 
stoicism whilst also constructing masculinity as something that requires one to be 
decisive and authoritative, even with oneself.
It has been found that the symptoms of male depression include self-destructive 
behaviours, such as physical and sexual risk taking, over working, social isolation, 
anger and substance misuse (Kilmartin, 2005). It has been suggested that female 
depression ‘looks’ very different, but that male presentations of depression which 
include the above symptoms are not recognised as indicative of depression and 
therefore not treated as such (Kilmartin, 2005) Therefore, many men are not being 
understood and treated appropriately. Again, this is very relevant for military 
expression s of distress, particularly when it does not align with established mental 
health labels.
One current approach to addressing mental health concerns during deployment is 
‘TRiM’ (Trauma Risk Management) (MOD, 2013) an MOD-endorsed model of peer 
management for potentially traumatic reactions where those exposed to events that 
may invoke a trauma response are peer monitored and support and education is 
provided as and when required. It aims to not pathologise a ‘normal’ reaction to 
traumatic events, but to identify at an early stage those who are not coping. Research 
has shown that the use of TRiM was associated with self-reported increased 
psychological resilience within Royal Marine units, and also that it may have assisted 
in reducing stigma associated with trauma as a result of the emphasis on peer support
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(Frappell-Cooke et al, 2010). However, the researchers acknowledge that this does 
not account for possible group factors in particular units that may make help-seeking 
more or less easy or appropriate.
Research question
Currently, we know that a small percentage of veterans are diagnosed with PTSD 
and access treatment, but many others experience other mental health problems, and 
it is not clear how the impact of active combat may be mediating this. This means 
that our current understanding of military trauma potentially misses the experiences 
of many people who would not necessarily describe their experiences within a PTSD 
symptom framework, possibly complicated by a reluctance to ask for help, and the 
fact that this framework itself remains contested emphasises the instability of the 
concept.
This study aims to investigate how trauma is constructed both in a veteran population 
and also within wider society, operationalised via newspaper accounts, and how this 
might align with or depart from the PTSD construction. This additional context is 
important to contextualise discourses available in society which may impact on 
veterans’ subjective experiences. Using a discourse analysis approach can contribute 
to new understandings in this area, as rather than only facilitating a consideration of 
what is constructed, it will promote our understanding of what the function might be 
of constructing trauma in this way, and the social forces that might influence this 
process. The research question is: How is trauma constructed within UK military 
veterans and how is this related to wider cultural constructions of trauma?
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Method
Discourse Analysis
Discourse can be understood as ‘systems of meaning’ that are ‘related to the 
interactional and wider socio-cultural context and operate regardless of the speaker’s 
intentions.’ (Willig, 2008, p i47). From this perspective, any reality is constructed in 
language; it also requires anybody analysing discourse to ‘read’ the context in order 
to understand the specific set of circumstances that led to that piece of discourse 
being selected by the speaker or writer, and not another.
The fundamental principle of discourse analysis is that people construct their realities 
through talk and language, and the way in which discourse is used privileges and 
denies certain versions of what is real. These ideas stem from the 1970s intellectual 
movement labelled as post-structuralism. An important aspect of poststructuralist 
thinking that informs the process of discourse analysis is the need to consider the 
variety of perspectives in understanding and interpreting any text or piece of 
discourse, even if there is conflict between these interpretations (Parker, 1992). In 
addition to this, understanding how the meaning of a text can change in relation to 
the identity of the observer or researcher is a key part of understanding how the 
nature of discourse creates different versions of reality.
As Potter & Wetherell comment, in discourse analysis, ‘there is no analytic method’ 
(Potter and Wetherell, 1987 p i69). Different researchers have placed different 
emphasis on what are the most salient aspects of a discourse on which to focus. 
Parker (1992) identifies seven criteria to consider when working with discourses. 
These are that a discourse is realised in texts, is about objects, contains subjects, is a 
coherent system of meanings, refers to other discourses, reflects on its own way of
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speaking, and is historically located. Additionally, there are three important 
‘auxiliary’ criteria, which are that discourses support institutions, reproduce power 
relations and have ideological effects (Parker, 1992). These considerations move 
more towards Foucauldian discourse analysis (see below) which is adopted for this 
study. Despite Potter & Wetherell’s comment, the process I have followed is in 
accordance with Willig’s (2003) six stage methodology. I have used this approach as 
it appears to address the concerns raised by Parker (1992) in the form of encouraging 
the researcher to interrogate their data across these key domains.
Foucauldian Discourse Analysis (FDA)
This study employs Foucauldian discourse analysis (FDA), based on the work of 
Michel Foucault, a French philosopher whose work addressed the relationship 
between power and knowledge, and how these might be related to social control 
through the institutional use of power, maintained by societies. These are clearly 
issues relevant to the history of mental health and how those experiencing mental 
health problems have come to be understood and positioned in society.
FDA considers the relationships between discourse and institutions, and how this 
affects the distribution of patterns of power within society (Willig, 2003). It also 
seeks to describe and critique how people’s realities are constructed through 
discourse, and the effect this could have on their experiences. As such, it explores the 
distribution of patterns of power within society. Institutional practices are 
constructed through the use of discourse, and such discourses can allow the 
legitimatisation and maintenance of the status quo. For this study, an individual’s
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claim to any experience of trauma is mediated by the social and political forces 
which shape the culturally available meanings of the concept at a particular time and 
context. FDA allows an exploration of how this might be achieved through language, 
and the implications this has for experience.
This study: Literature Review
The literature search was conducted using the databases Psych Info and Psych 
Articles. There were no date parameters used as it was important to access a wide 
picture of research in this area. The core concepts of the UK military (armed 
services, army), trauma (mental health, psychological trauma and PTSD) and then 
history were used in all their combinations. Only English language articles were 
included. Papers were excluded if they dealt with issues not exclusively relevant to 
trauma, or trauma in the UK military. The remaining articles were classified 
chronologically in order to give a sense of the progression of thinking around the 
topic.
Focus Groups
I have chosen to use archival data for this study. This data was collected by a 
previous trainee clinical psychologist (Reeves, 2011). Although Reeves conducted a 
thematic analysis on the focus group data, it was felt that it would be useful to take a 
discourse analytic approach to further explore the possible social or political 
constraints that might be impacting on constructions of trauma and provide fuller 
contextualisation. It could be argued that it was more ethical to fully use this existing 
data than to collect more. As I was not involved with interviewing veterans for the
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newspaper articles, the use of archival focus group data is consistent with this, and 
ensures parity across the data sources.
One key element of research into military mental health is the impact that being part 
of an ‘army group’ has on individual perceptions of distress and wellbeing. For this 
reason. Reeves decided to conduct focus groups, in an attempt to recreate intragroup 
processes that might facilitate an exploration of the role of cohesion. This could also 
be related to how able soldiers felt to seek help, as reactions of an individual’s peer 
group have been argued to mediate this (Goldberg & Huxley, 1980)
The groups were divided into officer and non officer groups. This was in order to 
explore if there were differences in understandings of trauma or perceptions of 
stigma in these groups. Additionally, the possibility of command hierarchy unduly 
impacting on what could be said was removed by separating officer and non officer 
participants.
Reeves did not set an age limit for the focus groups, largely because it is thought that 
trauma can affect veterans at various points after leaving the army. Personal 
experience of trauma was not a requirement for the focus groups, although it is 
acknowledged that this would be relevant to what veterans brought to the groups. 
The age range of the groups was between 44 and 71. The serving years covered were 
from 1957 to 2007.
Questions asked covered three main areas: exploring what trauma is, perceptions of 
the traumatised and help-seeking in the military. The researcher explained that these 
questions would be used flexibly in order to allow the natural development of the 
conversations. The data collected was inevitably influenced by her. She decided to
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only recruit veterans as there were some organisational barriers to recruiting 
currently serving soldiers. The latter group also might have found it difficult to 
express views about psychological distress in the context of being currently 
employed by the army. Examples of the information sheets and consent forms 
provided to participants as well as ethical approval can be found in Appendix 1.
The focus groups were transcribed and it was these transcriptions used in order to 
conduct a discourse analysis for this study. These transcripts were read and re-read 
several times, and instances of constructions of trauma were identified and isolated 
(see Appendix 2). Discourse analysis was then carried out in accordance with 
Willig’s six stages (Willig, 2008).
Newspaper articles
In addition to the focus groups, it was also decided to examine further resources 
related to constructions of military trauma. This decision was taken largely because 
of the importance of context in understanding how people deploy linguistic resources 
to advocate certain versions of reality. For this reason, it was thought that the two 
data sources would complement each other in terms of the possible power relations 
being deployed in each.
A discourse analysis view of the world considers the person as constructed by and 
through discourse in the social world. In Foucauldian terms, it is the social world 
which mediates the ‘reality’ as experienced by individuals. If this assumption is 
made, then it follows that it while it is useful to consider something from an 
intrapersonal and interpersonal perspective, it is also important to view it from the 
perspective of wider culture and society. As discussed earlier, discourse analysis 
aims to analyse how the social world is constructed through language, and the power
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dynamics that are part of this. The analysis seeks to explore how discourse mediates 
how a person might view the world, and their relationships with institutions and 
ideology.
In keeping with social constructionist approaches of which discourse analysis is a 
part, it makes sense that a veteran’s perception of trauma will be meditated by his 
own experience but also by the culture in which he lives and the discourses available 
within it. For this reason, it seemed important to look at discourses around trauma 
that exist in a cultural context.
Of course, there are many data sources that might be analysed in an exploration of 
how military trauma is constructed at a societal level, for example films or TV news 
programmes, or talking to the families of veterans. I acknowledge that there are other 
sources that could have been sampled that would have produced different results 
However, the data source that I have chosen to select in this research is newspaper 
articles.
Whilst it cannot be argued that newspaper articles straightforwardly represent 
people’s perceptions of a topic, it seems likely that at least they influence the 
discourses around a topic that exist in society. Most people have some access to news 
reporting, whether in print form or via other media. Whilst only a minority of people 
will have had any experience of trauma within a conflict situation, it is likely that 
most people will have been exposed in some way to media discussions of the topic, 
and may or may not have formed their own opinions as influenced by them.
In the light of this, I would argue that the discourses that are deployed within a 
newspaper articles influence the ways in which people in society construct trauma.
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Therefore, in Foucauldian Discourse Analysis terms, it would follow that these 
constructions both make possible and deny certain ways of being that become 
understood within society as being reality, thus potentially serving to mask power 
relationships. For example, it could be argued that men’s magazines construct ‘being 
a man’ in particular ways, which constrain the experience of being a man in 
contemporary culture. Also, given the imminent withdrawal of UK troops from 
Afghanistan, and recent ongoing unrest in the Middle East, representations of 
veterans’ issues are likely to be high profile in news reporting. Therefore, a fuller 
analysis of the research question requires a consideration of the cultural discourses 
within which individual discourses are situated.
I am not claiming that the focus group and newspaper data are comparable in any 
way, and indeed, discourse analysis does not seek to make comparisons (Parker, 
1992). Rather, I am using an analysis of newspaper articles as a way in which to 
contextualise the research question, and provide a cultural counterpoint to the 
constructions of trauma being deployed in the focus groups. It is hoped that 
combining both these data sources will lead to a more meaningful analysis that 
embraces the Foucauldian spirit.
Media studies methodology sometimes advocates a discourse analytic approach. One 
of the key functions of a news text is to represent other entities, whether that be 
people, events or institutions (Fairclough, 2003). If a news text represents these 
things in an article, they can be framed in a particular way to privilege certain views. 
Consequently, it is important to consider the context of how and where the article 
was produced and the political leaning of the newspaper; a consideration of what is 
beyond the immediate text. Although this makes it difficult to examine the difference
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between rhetorical device and ‘reality’ , what can be done is an exploration of how 
discourse influences the claiming of certain positions within a publication. This is 
useful to consider alongside the focus group data for the reasons mentioned earlier. I 
also acknowledge that the newspapers, which were selected according to which had 
the highest circulation figures, may represent a narrow example of British news 
reporting, for example they are skewed in favour of right-wing leaning publications. 
Despite this, the decision was taken to use them as they offered the widest coverage 
of news reading people in the UK, due to having the highest circulation figures.
Sampling strategy
Newspapers were selected by looking at circulation figures for the UK, and from the 
most widely circulated, a broadsheet, middle range and tabloid paper were chosen. 
This was the Telegraph, the Mail and the Sun. Examples of articles selected can be 
seen in Appendix 3.
A purposive sampling strategy was used in order to explore the newspaper data 
sources, which were accessed via a news database (Nexis). I looked for examples 
where constructions that emerged in the focus groups were evident also in the 
newspaper sample. Examples of where constructions were contradictory to this were 
also collected and explored. An example an analysed article can be found in 
Appendix 2.
The newspaper database Nexis fhttp://www.nexis.co.uk/f was used to search 
newspaper articles in each of the three publications. The search terms ‘UK military’ 
plus each of ‘mental health,’ ‘trauma,’ and ‘PTSD’ were used from the year 2000 to
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the present. A total of 62 articles was returned. The search terms used were: UK 
military plus ‘mental health,’ (23 returns), plus ‘trauma,’ (19 returns) and plus 
‘PTSD’ (20 returns). After excluding articles which were duplicated, this generated a 
list of 57 articles, 19 from The Telegraph, 23 from The Mail and 15 from The Sun. 
From these, a purposive sample was selected. I looked for examples where 
constructions that emerged in the focus groups were evident also in the newspaper 
sample. Examples of where constructions were contradictory to this were also 
collected and explored. Discourse Analysis was then carried out on these articles in 
accordance with Willig’s (2003) six stage methodology.
Ethical Approval
The focus groups for this project were conducted by a previous trainee clinical 
psychologist. She submitted her project to the Faculty of Arts and Human Sciences 
Ethics Committee at the University of Surrey on the 15th July 2010 and was granted 
a favourable opinion on the 29th July 2010 (Appendix 4). In order for me to use the 
data, participants were contacted to seek their consent for the data to be used by 
subsequent trainee clinical psychologists at Surrey University (which was granted) 
and guidance was sought about whether further ethical approval was needed. It was 
agreed that as long as no participants raised objections, that the data could be used by 
me and that no further ethical approval was needed. Obviously no ethical approval 
was required for the analysis of documents already in the public domain.
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Analytic Process
I have followed here the 6 stages as outlined by Carla Willig (Willig, 2008) 
However, these stages are not necessarily discrete, but often merge into each other, 
and obviously require extensive close readings of all the collected material. The 
stages are:
1 -  Discursive Constructions
2 -  Discourse
3 -  Action Orientation
4 -Positionings
5 -  Practice
6 -  Subjectivity
See Appendix 5 for a fuller description of these stages.
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Analysis
Although I was looking in the data for examples of constructions of trauma, it 
became clear that although participants were not necessarily talking about PTSD 
itself, they were talking about psychological distress related to combat, and 
contextualising it within constructions of what it means to be in the army or maleness 
for example. A criticism of this study could be, how can it be known that veterans in 
the focus groups and journalists in the articles are talking about the same thing, and 
that the thing is trauma? The answer is, it can’t; but what is known is that people are 
talking about distress which they relate to working in a combat zone. I am using the 
construct of PTSD as an anchor point by which to explore how trauma is constructed 
because this is largely used within the military and clinical context. I do not imply 
that the focus group participants are talking about PTSD. However, ‘distress that 
people experience which they relate to working in a combat zone’ being something 
of an unwieldy phrase, I have chosen to refer to this concept in all its different 
constructions as ‘trauma’. I hope this allows me to avoid the endless caveats that 
would be required in trying to pin down a concept that I argue is socially constructed 
and mediated by culture.
Constructions in the focus groups
As mentioned earlier, the six-stage approach to analysis was used (Willig, 2008). The 
sections below represent the different constructions of trauma (or being in the army, 
or maleness) found in the data. The focus group data is tackled first, followed by the 
newspaper sample. Following this there is a synthesis of the two analyses.
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Extracts to illustrate particular constructions have been taken from transcripts of the 
focus groups or article text. I acknowledge that other extracts could have been 
selected, and that my selection is part of the constructed nature of this research. For 
reasons of economy of space, I have sometimes omitted certain parts of an extract, 
which is demonstrated by the use of ‘....’ I have also specified if the extract is from 
an officer or non-officer group, or what newspaper the extract is taken from. 
Examples of the text can be found in appendices 1 and 2.
The constructions from the focus groups presented are: Training suppresses trauma, 
constructions of masculinity and the army, constructions of a soldier’s identity and 
constructions of trauma from the present looking back. In the newspaper sample, the 
constructions identified are: Training minimises trauma, being part of the group is 
more important than acknowledging trauma, trauma as problems adjusting to civilian 
life, trauma as a wound and constructions of the trauma industry. A synthesis of the 
two data sources can be found after this.
Training suppresses trauma
Participants talk about military training as a way of making trauma less likely to be a 
problem. Trauma is constructed as rare; training allows soldiers’ feelings to be 
suppressed, has a protective function and minimises the likelihood of developing 
trauma.
The extract below shows a construction where military training teaches soldiers to 
suppress feelings that may be related to trauma. This was part of a conversation 
about not wanting to talk about ‘it’ [trauma].
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...you have to have that impenetrable armour around you..And on the whole I 
think people just brought the shutters down when they went on tours, you 
have to compartmentalise your family, just get on with the job and do it. 
When you come back there is another job to be done so you just get on with 
that one. And the whole training is just suppressing all of it. The reality of 
training nowadays, which is so much better than it was twenty years ago, I 
think all of the wounds are much more realistic the effects of lED 
(improvised explosive device) are much more realistic than the way we used 
to train it teaches people not to be affected by the immediacy of the incident 
to suppress the rogue feelings and get on with the job and carry on with the 
mission ad hoc.’ (officer)
This constructs ‘not thinking about trauma’ within the context of a successful 
outcome of military training. It also constructs a reality where training allows a 
soldier to get on with his job, whether that is combat or other duties. It functions as 
legitimising not thinking about trauma, as this ensures psychological survival.
The extract above also presents training as allowing soldiers to suppress their 
feelings. The use of ‘rogue’ in relation to feelings presents them as something out of 
place. This functions as constructing feelings as undesirable and unhelpful, 
legitimising their suppression through training. This creates a potential subject 
position where you can only function well if you have, in accordance with your 
training, not allowed yourself to be affected by feelings and instead ‘get on with the 
job.’ This makes any other position impossible; anyone not able to get on with the 
job would not be successful in the role of soldier, perpetuating the norm that
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suppressing feelings is the sanctioned solution and essential for both psychological 
and career survival.
Constructions o f masculinity and the army: *maleness intensified^
Constructions of trauma in the focus groups are embedded within other
constructions, for example masculinity and what it means to be in the army. 
Constructions of masculinity in the army mediate the availability and nature of 
trauma-related discourse. The construction explored below is primarily concerned 
with how the men in the army are constructed as being ‘extreme’ versions of 
maleness, which is both a requirement of maintaining a successful identity as well as 
affecting the availability of discourses with which to talk about emotional distress. In 
response to a question from the researcher about what soldiers should do if they 
experienced psychological distress, and a general discussion about there being people 
soldiers could talk to about this more nowadays, one non-officer commented:
It’s a male thing anyway isn’t it, and the Army is like maleness you know 
intensified isn’t it? That’s what I think. Men are less likely to go and talk to 
people anyway, and the army just makes that even, you know that much more 
difficult I suppose.’ (non-officer)
In this extract, the army is constructed as a form of ‘extreme maleness’ associated 
with ‘not talking,’ thus making a legitimate identity which includes seeking help for 
(and thus acknowledging) trauma untenable. This position means the status quo 
prevents people legitimising an identity which includes talking to outsiders about 
distress. In the extract, this construction is presented as fact and therefore an
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extension of something typically true of all men. This makes it seem obvious and 
accepted; men don’t talk, army men are ‘extreme’ versions of men, therefore it 
follows that they certainly won’t talk. This extract also presents a construction where 
maleness is equated with not talking about feelings, which influences the subject 
positions available for soldiers to construct a subjective identity as they manage 
multiple identities in their stake in the focus groups. The categories of ‘maleness’ 
and of belonging to the army are also presented as static, the function of which is that 
it makes it difficult to challenge either.
In both focus groups, soldiers are constructed as being ‘too tough’ to be affected by 
trauma. For example, in the male officer focus group, there is a construction where 
an experience would have to be extraordinary in order to traumatise a soldier.
Most soldiers do not get past basic training unless they are fairly robust 
nowadays ....the majority of soldiers are quite tough animals and it takes 
something special in 99 out of a hundred cases to bring on this post traumatic 
stress thing.. The vast majority of them may be affected as well would be for 
short periods after but that they can recover quite quickly.’ (officer)
There is a contradiction here in that on the one hand, trauma is constructed as a 
common experience and on the other, as something which would not occur a great 
deal. These two ideas appear incompatible but are presented as straightforward. If 
soldiers are ‘robust’ and it takes ‘something special’ to cause trauma, then within this 
discourse, a soldier who did experience trauma could not be robust. The extract also 
constructs a reality where any negative effects could be easily got over by a tough 
soldier. This functions as minimising the impact of trauma as well as legitimising the
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‘tough’ aspect of what it means to be a soldier as in itself helping prevent such 
problems.
This extract also demonstrates the use of extrematisation. Trauma is constructed as 
something both extraordinary and statistically infrequent; it is something exceptional 
and not part of normal combat experience. This might make it less available as a 
discourse for soldiers to use. It also constructs the experience of trauma as being on a 
continuum; someone could suffer a bit but then be alright again, but serious long 
term cases are rarer.
Constructions o f a soldier ^ s identity: *you make sure you^re in the squad^
Discourses available for constructing trauma are embedded within constructions of a
soldier’s identity. The extract below constructs a homogenised picture of what it 
means to be a soldier, where standing out in any way (for example by suffering from 
trauma) would have negative consequences.
‘I think if there’s a weak member of the troop they would undoubtedly be 
discriminated against, intimidated to bring them back in line with everybody 
else... You wouldn’t bring up that you had a weakness because you wouldn’t 
want anyone to know you had a weakness, ‘you make sure you’re in the 
squad, you’re in the bulk of it, you don’t want to be right out the front....but 
you don’t want to be left behind either, there’s a sort of safety in being in the 
bulk.’ (non-officer)
This positions the ‘bringing into line’ as the overall function of the intimidation. This 
idea of being removed if you are different is presented as being true if you are too 
strong as well:
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‘We used to have super-fit blokes in the commando brigade, super fit, and 
they didn’t fit the bill...they used to say this to make me laugh ‘What are you 
going to do when you get there by yourself then? Even super fit blokes 
ideally can be a weakness you know.’ (non-officer)
This constructs the idea that there is a template for soldiers, and that deviating from 
this in any direction is not tolerable. The function of this is that it legitimises 
restorative actions if anyone should deviate from the norm. Internal regulation in the 
system means it is the soldiers themselves that are doing the eliminating and ensuring 
that any deviation is hidden, as the consequences of being atypical would be 
undesirable and thus something to be avoided. The only ‘safe’ position to inhabit is 
presented as being within the cohesion of the unit, being the same as everyone else, 
which inevitably impacts the availability of an identity which includes experiencing 
trauma.
Constructions o f trauma from the present looking back
The officer focus group discuss how history has given trauma various different 
names, which functions as allowing certain types of traumatic experiences to be 
legitimised over others.
...going from your grandfather’s day., actually the trauma bit was called 
cowardice and people were, of course, shot for it. And we caught families 
trying to actually recover the family honour. All the way through social 
change to now we actually have PTSD in all its guises and so you have got to 
work out whether it is a social trend or whether we have become less able to 
put up with the nasty side...In 1916 there were 32 second lieutenants in the 
black watch , I suppose, slaughtered, and you thought ‘hang on for every one
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of those there were probably 150 toms taken out and just the sheer scale of 
what they had to go through makes most of what we do pale into 
insignificance.. .life was a hell of a lot tougher for almost everybody.. .we are 
much softer on ourselves than probably people were...I believe they were in 
a way, mentally tougher.... I would go back to my serving day when we saw 
PTSD as a holiday thinking that’s brilliant.’
This extract compares ‘realities’ of the two world wars and conflicts today. 
Constructing people as just ‘harder’ in the past reinforces the discourse where 
experiencing trauma in the army today is indicative of weakness. By raising the 
historical view of equating trauma with cowardice, this image is strengthened and 
maintained, closing down the possibility of someone experiencing trauma today if 
they haven’t had comparable experiences. This doubly devalues trauma in the 
contemporary army; not only is it potentially a sign of weakness in itself, it is also 
compared unfavourably with what soldiers in ‘proper’ wars had to go through.
The extract above also illustrates the way in which PTSD is being presented as a 
construct. Presenting it as a ‘social trend’ rather than a personal reality serves to 
further devalue it as a legitimate experience, as it presents a version of trauma as 
being culturally constructed rather than something ‘real,’ for an individual, which 
could serve to minimise experiences of distress.
Repertoires in the Newspaper Sample
As with the focus groups, the newspaper sample was analysed according to the six 
stage method (Willig, 2008).
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Training minimises trauma: *war is a stressful business*
As with the focus groups, the newspaper sample also demonstrates a construction of 
military training as minimising the likelihood of a soldier suffering from trauma.
This idea that being a soldier can simultaneously expose someone to traumatic 
situations (i.e. war) whilst also protecting them from PTSD (due to their training) 
seems contradictory. However, the extract below, from a newspaper article in the 
Daily Telegraph, constructs these two ideas as not mutually exclusive. It focuses on 
examining neuroscientific research into PTSD in the military. Already, the 
constructions within this article are located within a scientific discourse where ‘facts’ 
about PTSD are ‘discovered,’ and doctors’ and professors’ opinions are used to 
legitimise these facts as if they are part of an objective reality. That this discourse 
exists in a journalistic context could also influence wider perceptions about the 
‘science’ behind our understandings of trauma and PTSD.
‘But Professor Wessely has found that the very thing that exposes soldiers to 
PTSD might also help them deal with it: their job. According to his research 
at King's, group cohesion and firm leadership are critical in reducing the 
impact of psychological distress.
“You have to remember we are talking about professional soldiers who have 
been highly trained,” he says. “Their training is designed to harden them 
against the unpleasant nature of war. The military is actually very effective at 
reducing the risk of PTSD with their training, their professionalism, esprit de 
corps and morale. War is a stressful business and this all prepares soldiers for 
that”.
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(The Daily Telegraph, Wednesday 12* March, 2003)
This extract constructs trauma as something less likely to occur due to the 
comprehensive nature of military training; in this example the army as an employer 
is constructed as a body that protects soldiers from trauma. This position is given 
gravity by being ‘backed up’ by research. By constructing cohesion and firm 
leadership as ‘critical in reducing the impact of psychological distress’ this closes 
down the possibility of challenging the legitimacy of this approach, as the alternative 
would result in failing to reduce psychological distress, a clearly undesirable thing. 
That training can protect soldiers from trauma is presented as an objective reality, 
masking any possible power dimension that could be reproducing the culture that 
makes it impossible to seek help if suffering from distress.
Claiming that the training soldiers receive can ‘harden’ them against the ‘unpleasant 
nature of war’ removes the possibility of someone who has been ‘successfully 
trained’ as someone who is able to acknowledge being affected by trauma. The 
extract claims that training reduces the risk of PTSD with its ‘professionalism, esprit 
de corps and morale,’ making such an approach appear desirable and positive. This 
constructs training and a lack of trauma as linked, which also functions as suggesting 
that if a person was acknowledged to be suffering from trauma then their 
professionalism might be questioned, rendering it an undesirable subject position.
The extract below (from the same article) also presents existing structures within the 
army as making individuals well able to cope with any distress.
Although psychological damage is as much part of war as physical 
damage, he [Prof Wessley] believes British troops are well prepared to
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cope with the stress of conflict. "I don't think they are more 
psychologically stressed from seeing terrible things than doctors or nurses."
The risks of post-traumatic stress disorder are far higher if Servicemen and 
women do not trust their equipment, are younger, come from lower socio­
economic backgrounds and have past trauma.
But a key factor appears to be the level of support from their peers and 
friends.
(The Daily Telegraph, Wednesday 12* March, 2003)
This extract positions military PTSD alongside the ‘psychological stress’ 
experienced by doctors and nurses. It also constructs trauma as related to something 
else entirely, such as having past trauma or coming from lower socio-economic 
backgrounds. This functions as providing a greater sense of control and 
predictability, as it raises the possibility that it might be possible to identify 
individuals at greatest risk. This functions as minimising the idea of there being 
anything unique about military trauma, removing the possibility of investigation into 
how the army training and support systems could facilitate acknowledgement of 
distress and access to help. This construction locates trauma within the individual 
rather being due to conflict experiences. This may serve to reinforce existing power 
dynamics where soldiers suffering from mental distress are not able to acknowledge 
trauma whilst serving as it might be related to something ‘weak’ about them. This 
also functions as minimising organisational responsibility.
190
Being part o f the group is more important than acknowledging trauma
The newspaper sample contains constructions of the importance of being part of a 
cohesive group to the identity of a successful soldier, and how this prevents 
acknowledgement of suffering from trauma. This suggests such a construction may 
be part of a cultural repertoire that soldiers both draw on and contribute to, 
maintained in wider society by a contemporary endorsement of this view. The extract 
below, from the Sun, details the experiences of Bob, a former SAS soldier who has 
experienced trauma. This extract also resonates with the construction of masculinity 
discussed earlier.
Bob, from Hereford, said: "The more macho the unit is, the worse the 
problem is.
The regiment is special, yes, but its members are still only human. Ifs often 
very easy to forget that."
Bob joined the SAS in 1994 from the Royal Engineers and was posted to B 
Squadron's Mountain Troop. His problems started after stressful secret work 
in Bosnia and Northern Ireland.
They began with flashbacks and went on to road rage and a failed marriage. 
Bob said: "I'd pull people out of cars for little reason and I'd even have a go in 
Tesco."
But he kept his problems a secret. He added: "There is pressure on you not to 
admit to anything because you fear you'll lose the trust of your mates.
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The worst fear everyone in the SAS has is that they'd get binned from the unit 
if they said something - and they probably would."
(The Sun 25"' August, 2009).
This extract demonstrates a construction where a soldier cannot claim trauma as an 
experience while serving in the army (particularly the SAS) if he wishes to also 
maintain an identity as a successful soldier. Bob’s construction of his experiences 
functions as demonstrating how little power soldiers like him have to acknowledge 
trauma and maintain the respect of their friends. This is situated within a heroic 
narrative; the unit is tough, the work is extreme and there is little support for distress, 
but Bob (and his colleagues) manage to survive despite this. This allows Bob to 
manage his stake successfully, but as it is part of a newspaper article, also allows the 
journalist to portray Bob’s experiences as an example of what is typically true, 
perhaps to elicit a response in the reader to support the writer’s (and perhaps the 
newspaper’s) political position.
By highlighting the fear of being ‘binned’ from the SAS for acknowledging trauma, 
the article also places the responsibility for this inability to admit distress beyond the 
speaker. This functions as constructing a reality where all the power is held within 
the army as an employer. This institution occupies a position of both endorsing a 
self-regulating system that means that distress is not acknowledged, where a macho 
culture is perpetuated and is perhaps even necessary for people to do their jobs 
effectively, and also where if people do not fit in and admit they have a problem, 
then they would be rejected from this structure. Bob (and the article’s writer) 
presents a static system that does not allow any deviation and makes challenging the
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status quo difficult, which perhaps fits with the article writer’s possible discursive 
aims in critiquing such a system.
Constructions o f trauma as problems adjusting back to civilian life: ^People were 
just getting on with their lives*
The articles in the newspaper sample construct stories where trauma only becomes 
part of identifiable experience once a soldier has left the army and is returning to 
civilian life. It is constructed as a problem in making this transition.
This extract is taken from an article in which a Falklands veteran tells his story. In it, 
he constructs his understanding of how trauma affected him in terms of the problems 
he had when he returned home. He says that on returning from the Falklands:
T was in a mess... not physically, but the experience had deeply affected me 
in ways I didn’t understand. It was great to be home in one piece and among 
my loved ones, but I was struck by how normal everything looked. People 
were just getting on with their lives. They had no idea what we had seen and 
been through....The war and my part in it became like a dirty secret for me. 
But deep down I felt a mixture of guilt and anger. Why had my mates had to 
die? Depressed and introspective, like hundreds of other veterans, I started 
drinking heavily and getting into fights. I went on some epic binges and 
brawls.
(Daily Mail, 5'" March 2012)
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This shows a construction of trauma as the experience of being unable to fit back into 
civilian life which then leads to behaviours such as drinking and fighting. It is also an 
example of self-inoculation on the part of the speaker; he legitimises his behaviour 
(drinking and brawling) by aligning it with ‘normal’ behaviour amongst veterans, 
behaviour which is constructed as understandable in the light of the strong emotions 
evoked by extreme adversity and the death of friends. This is located within a context 
of feeling isolated; ‘normal’ people were ‘just getting on with their lives’ and thus 
are constructed as very different from the type of person represented by the speaker.
Constructing trauma in this way potentially serves several functions. Firstly, it 
locates trauma within the social world. Its effects are seen in a veteran’s experiences 
on re-entry to civilian life, which others cannot understand. In the example above, 
describing problems with alcohol or violence are juxtaposed with the adversity the 
person has experienced, and this means they can be legitimised as an understandable 
response. The result is that responsibility for the behaviour described, even if it is a 
reaction to traumatic events, is placed within the wider social world. This 
construction also closes down the possibility of understanding trauma as something 
located within individual vulnerability factors. If trauma is something located in the 
social world, then this has implications for where the responsibility for its 
management should lie.
Trauma as a wound
There is a repertoire in the newspaper sample where trauma is constructed as being a 
wound, and situated alongside a discourse of physical injury.
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Across the articles selected, phrases such as ‘invisible wounds’ and ‘hidden scars’ 
are used. However, there are some contrary discourses which construct trauma in 
terms of the visibility (and seriousness?) of physical injury, and which thus deserves 
equal levels of care and compensation. These constructions locate trauma within a 
medical discourse, where it can be given a definable cause, clear symptomatology, 
and treatment. The function of this is that it raises the status of trauma as a condition, 
allowing its treatment to be evaluated on the same terms as provision for physical 
injuries. A further function is that it highlights the gap between how one group are 
treated in comparison with another; juxtaposing the two provokes questions about 
why there is a disparity in treatment.
The extract below is part of The Sun’s ‘campaign to help traumatised squaddies.’ 
Here, mental health problems are constructed as being equal to physical injuries in 
terms of both being taken seriously, and in individuals’ rights to access treatment.
The Sun today issues an immediate call to arms over the mental health ticking 
timebomb affecting our battle-scarred troops.
New MoD figures show that 3,970 personnel were diagnosed with a mental 
disorder in the year to September 2010.
Today we demand:
An assurance that all servicemen and women returning from Afghanistan can 
have an automatic appointment with an INDEPENDENT psychiatrist.
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That compensation payments for those left unable to work through mental 
health issues - such as severe post-traumatic stress disorder - are in line with 
those for physical injuries.
Here, we talk to one soldier who has returned from war with mental scars
even worse than the terrible physical injuries he suffered Barely 18
months ago was the corporal blown up TWICE in six weeks in 
Afghanistan....He medically "died" on the operating table, his spine shattered, 
his spleen destroyed and his brain haemorrhaging.
But yesterday Cpl Lock told how his injuries were "child's play" compared 
with his long battle to get help for severe posttraumatic stress disorder 
(PTSD) brought on by the horrors of war.
(The Sun, Tuesday 25* January, 2011)
This extract presents a construction of reality where soldiers suffering from trauma 
are in need of help but not getting it. The Sun ‘demands’ equal compensation as 
those with physical injuries, which functions as highlighting the disparity between 
treatment for physical and mental injuries, as well as pushing the needs of trauma 
sufferers higher up the political and economic agenda. The article extrematises this 
particular soldier’s experiences of war by cataloguing the various terrible 
experiences he had, culminating in one where he ‘medically died’. The function of 
this is forcing the reader to question how such suffering can go unaddressed, and 
highlighting this within a highly emotive discourse of almost superhuman suffering 
and struggle serves to challenge the current provision of care received by veterans.
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Another article says:
Writing for the Daily Telegraph, Mr Cameron says people must recognise 
that mental battle scars could be as serious as physical injuries.
He says: "Very few servicemen and women with mental health problems go 
looking for treatment.
They don't want to make a fiiss, and so suffer in silence rather than seek help. 
This requires us to be more proactive, reaching out to them.
We need a national change in attitude towards mental health and combat 
stress - recognising that the mental scars can be every bit as damaging as the 
physical ones."
(The Daily Telegraph, Friday 11* March, 2011)
Here, trauma is constructed using the discourse of physical injury and is placed 
within a medical model where ‘mental battle scars could be as serious as physical 
injuries’. The Prime Minister acknowledges that veterans do not often seek help, but 
attributes this to their not wanting to ‘make a fuss’. This simultaneously maintains 
their positive identities whilst equating ‘asking for help’ with ‘making a fuss’, 
consequently making it appear undesirable. This construction also locates the source 
of trauma as well as the capacity to ask for help within the individual, and does not 
acknowledge any organisational or institutional factors that could be influential 
beyond a more non-specific notion of a ‘national change in attitude’.
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Constructions o f Hhe trauma industry*
Some articles in the newspaper sample construct trauma as part of an ‘industry’ 
which functions as constructing a hierarchy of what constitutes ‘proper’ trauma. The 
idea of only some kinds of trauma being legitimised is set within the context of 
comparing civilian and military cases. The following extract is from an article that 
highlights how veterans are not receiving appropriate care for PTSD, but places this 
within the context of a growing ‘trauma industry’ in which people are able to claim 
trauma as an experience in order to get compensation for their suffering.
This extract from the Telegraph constructs civilian trauma as worth less than 
military trauma.
One such victim who featured in the programme was a nurse who was in a 
taxi that was hit from behind. She suffered bruising and was diagnosed with 
PTSD, and later with a psychological condition that causes pain and disability 
but with no obvious physical cause. Yes, I felt sympathy for her - until she 
was asked; "What do you say to people who say you were only in a minor 
traffic accident... you haven't been bombed in Baghdad?" She replied: "That 
was my war. That felt like my war, that day."
Her "war" was very different to that experienced by Andrew Watson [veteran 
whose story was told earlier in the article] - as was the help and support 
available to her.
(The Daily Telegraph, Wednesday July 29th, 2009)
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This extract demonstrates a construction and critique of PTSD as a fluid concept that 
can cover both being in a car accident as well as being ‘bombed in Baghdad.’ This is 
located within a wider discourse of a ‘compensation culture.’ Juxtaposing the two 
potential ‘causes’ of PSTD functions both as presenting one as more deserving than 
the other, as well as allowing a critique of PTSD as a potential ‘catch all’ diagnosis. 
The function of this is that it raises questions about how people with very diverse 
experiences can claim trauma if their symptoms fit the criteria for PTSD. The writer 
positions himself as critical of this by comparing opposite ends of the drama 
spectrum with the civilian’s description of her experience as ‘my war’ and the 
example of being bombed in Iraq. This extrematisation functions as strengthening the 
critique.
Further constructions of a trauma ‘industry’ in the newspaper sample function as 
questioning what is a legitimate traumatic experience. The extract below 
demonstrates a construction of PTSD as something which allows undeserving people 
to acquire compensation.
As a nation, we have never been safer, richer, and healthier -  for one thing, 
the Luftwaffe is no longer overhead — so where has all this 'trauma' come 
from? There's doubt that some of it is genuine. Soldiers and civilians do 
experience terrible events -  and are left emotionally scarred by them. These 
victims deserve proper, dignified care.
But many experts argue that a whole industry has grown up around PTSD -  
and it is not just about making damaged people better.
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It's a money spinner. Let's be blunt about it. If you've got the prospect of 
£100,000 by continuing to have headaches, flashbacks, insomnia — you can 
see why people may not find it easy to relinquish those symptoms....
These symptoms are not exclusive to PTSD, but the thing that did make 
PTSD novel was that your trauma could be linked to a specific 'index event' — 
an ambush in Vietnam, an explosion or a helicopter crash. And because 
something or somebody caused your mental illness, you could sue them for it.
(Daily Mail, Monday July 27,2009)
This extract clearly constructs two ‘versions’ of trauma; one that is ‘genuine and 
legitimate,’ (and not exclusively experienced by soldiers, although they are a defined 
group within the discourse) and who deserve care, and others who are part of a 
trauma compensation culture. Setting this within a construction of contemporary life 
which is constructed as the pinnacle of being safe, rich and healthy also functions as 
constructing trauma within the ‘non-deserving’ groups as something that both should 
not happen and is not as important. This positions those who claim trauma as an 
experience (but who are not soldiers or civilians who have experienced ‘terrible 
events) as weak or fraudulent.
Constructing legitimate and illegitimate versions of trauma functions as allowing the 
writer to focus criticism on the way the PTSD and compensation industry is set up, 
rather than on individuals who may or may not be experiencing symptoms. Despite 
having earlier acknowledged that there are ‘genuine’ cases, the construction of an 
‘illegitimate’ version of trauma makes it difficult to further explore how these two
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versions of trauma might be differentiated, and what criteria might be used for this. 
This further destabilises the possibility of achieving any clear understanding of what 
trauma is; there are some ‘genuine’ cases but even though both ‘types’ might meet 
the criteria for PTSD, it is not known how the two types can be defined.
Synthesis between the focus group and newspaper repertoires
The analysis of the two data sources has shown that there are some constructions of
trauma evident in both, and others which only exist in one or the other. Before going 
on to explore this further, it seems important to again acknowledge at this stage the 
influence of me as a researcher in the construction of this particular story around 
trauma. Whilst conducting the analysis, it was clear that the limits on the scope of 
this study meant that certain discourses could not be included and much rich and 
significant detail was necessarily omitted from the finished analysis. This is an 
example of the constructed and constructive nature of research. Why did I elect to 
include some repertoires but not others? The answer to this is that I selected material 
where there were several instances of a particular construction rather than when there 
were only one or two. When analysing the newspaper sources, I took a similar 
approach, and chose to present constructions that were both more commonly found 
across the sample, as well as which had some resonance with what I found in the 
focus groups, in order to give the analysis overall coherence. However, there were 
many other examples that could have been used, and further work could focus on 
this.
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Similarities between the data
There are points of similarity and difference between constructions found in the 
focus groups and those found in the newspaper sample. Even where there are areas of 
convergence between repertoires it appears that their function can sometimes be 
different.
The focus groups largely present exposure to traumatic events as ‘just part of the job’ 
and construct military training as something which prevents soldiers suffering with 
trauma by suppressing feelings; the ‘just get on with it’ attitude is both inevitable and 
the best way to ensure psychological survival. In one of the newspaper extracts 
outlined above, a scientific discourse is employed to construct the function of 
training in minimising PTSD. Although related, these two repertoires appear to 
function differently. The focus groups construct training as a way of suppressing 
feelings whereas the article constructs it as something that means a soldier will not 
be seriously affected in the first place; it would not be necessary to suppress feelings 
because the likelihood is they just would not be there. The functions of these 
constructions also suggest something about the power dimensions of what is 
legitimised as experience. Findings underpinned by ‘science’ are presented as fact, so 
that if someone experiences trauma after having been through training, this can be 
attributed to their own personal weakness rather than inviting questions about how 
best to manage those psychologically damaged by war. It is also noticeable that the 
way the officer focus group construct trauma as something quite extraordinary seems 
more functionally aligned with the constructions in the article. It could be argued that 
this alignment reproduces the power structures inherent in a war fighting situation, 
where non-officers are more likely to be in front line roles (and needing to suppress
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their feelings), whereas ideas about trauma are instead studied, talked about and 
owned by those from the scientific or officer community. It might be that this reflects 
a wider political purpose on the part of the newspaper articles which seek to 
challenge the policies of the government or demonstrate their own caring credentials. 
Soldiers however, may instead have the purpose of understanding their own 
experiences or maintaining positive identities of themselves.
In the focus groups there are constructions of soldiers' experiences where any 
emotional distress must be hidden in order for a successful identity to be maintained. 
This contributes to a discourse of invisibility around trauma. The idea of losing the 
trust of friends if you experience trauma is found in both samples too; being part of 
the team is constructed as a desirable position, which means that doing anything to 
risk this (such as admitting you have a problem) would be neither desirable nor 
likely.
This discourse of trauma being hidden is found in the newspaper sample, but it is 
juxtaposed with a discourse of physical injury, with phrases such as 'invisible 
wounds' and 'hidden scars' frequently used. In some articles, this functions as 
mobilising the comparison as a way to highlight disparities in how those suffering 
from physical and mental distress are understood and cared for. In the focus groups, 
constructing trauma as hidden and invisible prevents the availability of a discourse 
where someone could successfully situate themselves outside of the homogenous 
‘successful soldier’ group; trauma is hidden because if it were visible this would 
involve standing out, potentially a more threatening situation that suffering trauma in 
silence. The discourse of physical injury deployed in the newspaper articles however 
functions as both dramatising and exposing the effects of trauma, perhaps
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functioning as giving a voice to a group who are unable to claim the experience 
themselves.
Differences between the data: discourses of masculinity
Some repertoires were evident in the focus groups but were not found in the 
newspaper sample. An example of this is the discourse around masculinity. In the 
focus groups, this functioned as a key aspect of how soldiers constructed their 
identities and mediated their ability to admit experiencing emotional distress. That 
this was not found within the newspaper sample suggests that there may be 
something about the construction of this identity key to being part of the army 
community. In the newspaper sample, there almost seems to be a contrary discourse, 
where soldiers are constructed as in need of and deserving help and support; while 
there is a discourse of heroism evident, the version of self-sufficient masculinity is 
not part of this. This perhaps indicates a disparity between perceptions of military 
identity from within and outside the army. It may also be related to the different 
functions served by the soldiers and newspaper articles in presenting trauma in this 
way; soldiers are able to preserve a culturally endorsed successful identity, whilst the 
newspaper articles can align their publication with a caring and socially responsible 
discourse which may increase loyalty amongst their key readership.
It could be argued that for the focus groups, it was more necessary for the 
participants to successfully manage their masculine identities than is the case in a 
newspaper article. This could explain why there is no discourse of masculinity to be 
found in the article sample at all; it is simply not necessary. In the focus groups 
however it functions as a marker of what is required to be a successful soldier. It can
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also serve a protective function in that it helps facilitate unit cohesion which is itself 
constructed as being key to managing difficult feelings. However, in the newspaper 
articles, the veterans are constructed as deserving of help but not asking for it; it is 
perhaps more acceptable to consider the need to ask for help in a wider cultural 
context than it is in the specific context of serving in the military.
Discussion
Summary o f Discussion
The analysis of both the focus groups and the newspaper sample show that trauma is 
constructed in different ways and that these constructions serve particular functions 
for the speaker or writer. For the focus group participants, constructions of trauma 
are also bound up with constructions of what it means to be a soldier, and what is 
required to maintain a successful identity as a soldier functions as constraining which 
experiences of distress can be legitimised. For example, one construction is that to be 
successful in the army, a soldier must not stand out from the crowd; to admit trauma 
would be to do just this which could jeopardise group membership. The system self- 
regulates as the soldiers themselves construct a version of their unit where difference 
is highlighted, identified and then removed, which makes it difficult to challenge as 
soldiers are both the victims and the creators of such a system.
Unlike the focus group participants, the newspaper articles are not constrained by the 
necessity to maintain a successful identity as a soldier. As a result they function 
differently, positioning constructions of trauma within a scientific and medical 
context and foregrounding the superhuman suffering of the veterans they have 
selected to interview. In this context, an identity aligned with trauma is not
205
associated with weakness; it is located within a war hero discourse. This functions as 
elevating the status of individuals who manage to survive despite having had horrific 
experiences and not receiving sufficient help in the UK. This allows the article 
writers to present a critique of the current organisation of services and indirectly, the 
government. For a newspaper, constructing experiences of trauma in this way also 
allows an editorial position of being on the ‘side’ of a suffering war hero, thus 
improving its caring credentials amongst its readership.
Across the data sample, soldiers’ experiences of distress are also not aligned with the 
PTSD category. As a result of the potential gap between the PTSD profile and the 
culturally-mediated experiences of distress described by veterans, it seems likely that 
some veterans’ personal narratives do not necessarily fit a clinical profile, which 
although heavily criticised is still widely used. This, combined with difficulties in 
help seeking in this group, may mean that distress that could be treated remains 
unaddressed. It also raises issues about the usefulness of applying static mental 
health labels to those experiencing distress.
This study in relation to other research
It is interesting to note how there has been a great deal more research into military 
trauma in the last ten years. It might be that trauma is more culturally available as a 
topic, or that, considering the wide public unpopularity of the UK’s involvement in 
21^ century conflicts so far, research which appears to show minimal ill effects on 
soldiers’ mental health (e.g. Fear et al, 2010) might be mobilised politically as 
evidence that the ‘true’ effect of conflict is not as bad as people might imagine.
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Although research has found that there has been no increase in reported mental 
health problems amongst troops (Fear et al, 2010), this may just mean that soldiers 
are not reporting problems rather than they do not exist. The focus groups and 
newspaper sample showed examples of people reporting distress but not calling it by 
a mental health ‘label.’ This suggests there is a gap between how some mental health 
professionals and diagnostic systems may define a mental health problem, and the 
linguistic resources soldiers have to describe their experiences of distress.
In this way, change at an attitudinal level might be necessary before soldiers can 
claim trauma and maintain a successful military identity. This demonstrates how a 
discourse analysis perspective on these issues can further the understanding provided 
by other research. Although superficially it might appear that the soldiers in the focus 
groups do not claim trauma as part of their identity, exploring the function of this, 
(maintaining cohesion and not wanting to stand out from the crowd, itself endorsed 
at an organisational level) goes some way to uncover the social forces that might 
create or constrain the ways in which individuals understand their experiences.
It has been argued that the focus on PTSD may obscure areas of other mental health 
need amongst veterans such as anxiety, depression, adjustment disorders and alcohol 
misuse (Miller and Rasmussen 2010; Sammons and Batten, 2008). This idea is 
echoed by Maguen et al (2010), who assert that alcoholism is itself used as a 
mechanism to cope with the distressing events witnessed or experienced during 
deployment. This suggests that a holistic assessment of distress related to war is vital 
in understanding how best to help those affected.
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Why might trauma sometimes Hook like* something else?
Participants in the focus groups did not necessarily connect the term ‘trauma’ to their 
own experience, or used other terms instead. This raises questions concerning how 
we know we are talking about trauma in the first place. The discourses identified in 
this study are organised around the central idea of trauma, but veterans often talked 
about it in a more general sense of ‘difficulties.’
This is also important when considered in the light of what is required for a diagnosis 
for PTSD. The symptom profile for this is very clear, but does not take into account 
all of the context of what is actually reported by soldiers when asked about trauma 
(in these focus groups at least). This raises questions about whether it is possible or 
desirable to pre-defme what someone has to experience in order to be suffering from 
trauma in a diagnostic sense. This is important because access to services and 
treatment are dependent on people being classified in this way. It has been argued 
that soldiers might lack a language with which to express distress (Green et al 2010), 
and therefore, leaving aside the problems of their seeking help in the first place, not 
everyone suffering from distress as a result of their military experiences might 
recognise the PTSD specific symptoms; a static concept of trauma cannot 
accommodate all the variations of distress possible within a group that rejects the 
identity of trauma. This questions how useful the concept is in this population as a 
measurement of distress. This is particularly important given that the recorded 
prevalence rate for PTSD in UK veterans is 3-6% (Richardson et al, 2010) but that 
there seems to be large amounts of distress in veterans outside this. As mentioned 
earlier, there are much higher rates of military-related PTSD in the US compared 
with the UK, which may reflect differences in how veterans report mental distress.
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This again supports the cultural specificity of the PTSD construct and the argument 
that distress in cultural groups may be conceptualised differently (Summerfield, 
1995, 2001). These difficulties also support the critiques of PTSD discussed in the 
introduction section, particularly in relation to the importance of how an individual 
cognitively appraises a ‘traumatic’ event and the related conceptual instability.
Reeves (2011) suggests that certain symptoms of PTSD as described in DSM IV-TR 
(such as hyper-vigilance) (APA, 2000) are not always noticeable to a soldier’s 
colleagues when in a combat zone. Instead, symptoms became a problem only when 
the soldier wants to reintegrate to civilian life; being hyper-vigilant might be life- 
saving at the front line but could be perceived as paranoia in a civilian supermarket 
for example. This destabilises the concepts of categorisation and diagnosis as it 
suggests that the environment is a key contributor to whether or not a person is 
classified as having ‘a problem,’ which may subsequently affect their subjective 
experience of distress. This also has consequences for how others view veterans; an 
identity aligned with PTSD might be located more within a discourse of a suffering 
war hero, whereas one aligned with excessive alcohol consumption may be more 
negatively perceived.
Men *s help-seeking
The current research on help seeking is also furthered by the findings of this study. 
Wessely (2003) found that amongst the military, seeking help for a mental health 
problem was associated with weakness; this can also be found in constructions in the 
focus groups. It is interesting that constructions of what it means to be in the army
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position soldiers as both the creators of a system that does not allow help seeking as 
well as its victims. However, it could also be argued that the culture that prevents 
seeking help is encouraged at an organisational level. This is supported by research 
which found that alcohol misuse can be viewed as positive as it aids camaraderie and 
thus cohesion amongst troops (O’Brien, Hunt & Hart 2005). Discourses in the focus 
groups suggest that cohesion in the unit is key to minimising distress, which means 
that it could be argued that empowering veterans to own experiences of distress 
might threaten this cohesion, and therefore might be both impossible and 
undesirable.
The findings of this study support the idea that the way in which men express 
experiences of distress differs significantly from how psychological services are 
designed to identify them. For men in the military, the ‘extreme masculinity’ 
represented by this culture means that they are even more unable to seek help, or 
indeed admit to themselves if they have a problem. The difficulty with this is that in 
some ways, this cohesive, extreme version of masculinity serves a protective 
function for soldiers both in practical terms as well as psychologically. That silencing 
distress may also inadvertently serve organisational agendas by minimising the 
discourses around military trauma makes this position still harder to challenge.
Reciprocity of help giving has also been found as central to men’s ability to seek 
help (Wills & DePaulo, 1991). This could be evidence to support the TRiM approach 
mentioned earlier, where people experiencing problems are initially identified and 
supported by a peer. Addis & Mahalik comment that ‘any strategy that increases the 
perception of normativeness for particular problems should be effective in 
facilitating help seeking,’ (p i2) This is clearly a challenge in the military where
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experiences of distress are non-normative, and considering that cohesion is such an 
important factor in the military, this supports the TRiM approach still further through 
the potential to challenge this perception of normativeness.
The danger o f labels
This research also contributes to raising wider questions about the benefits and risks 
associated with classifying and labelling distress. These are important issues outside 
the sphere of military trauma, or indeed trauma in general. For example, 
understanding what we might call psychosis as more of an ‘unusual experience’ or 
indeed indicative of spiritual wisdom will depend on your cultural vantage point. 
Whilst the Ayahuasca ritual (practised amongst certain shamans of the Peruvian 
Amazon, and involving drinking a cocktail of psychoactive ingredients in order to 
achieve greater spiritual awareness through hallucinations) might not seem out of 
place there, in the UK such a practice is likely to precipitate police involvement, a 
psychiatric assessment and questions about substance misuse.
It is interesting to link this idea of classification and its alignment with the medical 
model with the rise of psychiatry as a discipline. It could be argued that this 
construction of classifying mental disorders within psychiatry was a product of the 
historical context of the later part of the 19^  ^century when the drive for classification 
was evident in areas such as medicine and evolutionary theory (Boyle, 2002). 
Weaknesses associated with the importance attached to classification have been 
highlighted. In his 1942 essay ‘The analytical language of John Wilkins’, the writer 
Jorge Luis Borges described a method of classifying animals which he claimed came 
from an ancient Chinese encyclopaedia (Borges, 1965). This taxonomy divides
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animals into categories such as ‘suckling pigs’, ‘those that belong to the emperor’, 
and those that, ‘from a distance, resemble flies’. Whilst this may seem ridiculous, it 
raises an important point about the arbitrary nature of how we classify things, and 
how our cultural context may constrain this in ways we are not even aware of. Given 
that constructions of trauma in the focus groups and newspaper sample appear to 
resist static classification, often through being embedded in constructions of army 
identity or a critique of how veterans are treated for example, the question of how 
appropriate prescriptive models of distress are to understand the experiences of 
people in different contexts is raised again.
Clinical implications andfuture research directions
The data in this research indicate how the way in which distress is constructed 
makes it difficult for veterans to acknowledge this or seek help. This might locate 
them as a hard-to-reach group that are less likely than some other groups to access 
mental health services. Considering the relevance of discourses of masculinity and 
how this closes down opportunities to seek help, it could be argued that being a male 
soldier makes it doubly difficult to access help, by virtue of being both male and 
being a soldier. In this way, this study is located more broadly within gender issues 
and the legitimisation of distress and help seeking. This is important in terms of 
addressing the reduction of inequalities in healthcare, and suggests that a rethink in 
terms of understanding the problems faced by veterans and promoting their perceived 
ability to access help for problems such as anger or substance misuse is necessary. 
Additionally, there is evidence that veterans who have mental health problems during 
their time in the military are at higher risk of social exclusion, homelessness and 
involvement with the criminal justice system after leaving (Iversen et al 2005).
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Whether these mental health problems are as a result of their military service or 
subsequent difficulties is unclear and under-researched.
I would argue that a psychologist’s mandate is to try to alleviate distress whether or 
not that fits into a particular diagnosis. Therefore, one responsibility is to attempt to 
realign understandings of mental distress to accommodate those who reject identities 
associated with mental ill health. This means that perhaps lower key interventions 
such as that offered by TRiM, which locate distress outside of a medical discourse, 
might be more effective at engaging hard to reach groups. This is something that 
could also be addressed within the context of other marginalised groups.
As UK operations in Afghanistan draw towards a close, it is possible that there may 
be military veterans experiencing distress who have difficulty in accessing help. 
Veterans need to be encouraged to seek help and to be able to have such help tailored 
to whatever form their distress takes, including for example practical support with 
issues such as employment and housing. Rothman (2008) raises the issue of ‘cultural 
competence’ as a vital skill to working with a particular group. Reeves (2011) 
conceptualises military veterans within the framework of being a particular cultural 
group and therefore understanding their ‘cultural framework’ is a key aspect of 
successful engagement and intervention with veterans. Furthering clinicians’ 
‘cultural competence’ in veterans’ issues then may help contribute to better care.
Critique o f my use o f discourse analysis
It has been said that in discourse analysis, ‘there is no analytic method,’ (Potter and 
Wetherell, 1987 p i69). Given the theoretical spirit of this methodology, it follows 
that any criteria for the evaluation of quality are themselves a construction which
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may masquerade as objectivity, but in fact be related to dominant research 
ideologies, for example.
Antaki et al (2003) identify 6 ‘analytic shortcomings’ which can occur in discourse 
analysis. These are: ‘under-analysis through summary; under-analysis through taking 
sides; under-analysis through over-quotation or through isolated quotation; the 
circular identification of discourses and mental constructs; false survey; and analysis 
that consists in simply spotting features,’ (Antaki et al, 2003). Burman (2003) adds to 
these three further possible problems, which are ‘under-analysis through uncontested 
readings, under-analysis through decontextualisation and under analysis through not 
having a question,’ (Burman, 2003). I will now consider some of these criticisms in 
relation to this study.
Although this research has not only provided a ‘summary’ of the data, and indeed 
seeks to offer discursive context through narratively situating the discourse 
identified, one criticism of this study could be that insufficient attention has been 
paid to the overall context of the talk. This is particularly important in terms of the 
specific interactions between the interviewer and the participants, for example, in 
turn-taking. Burman (2003) raises the concern that this might lead to the 
decontextualisation of my own account of the analysis, in that the framing I selected 
could be representative of a political position, perhaps what Antaki et al (2003) 
might refer to as ‘taking sides.’ However, although Antaki et al are concerned that an 
analyst’s opinion can influence the analysis, and can consequently produce a 
‘flattening of the discursive complexity’ (plO), Burman comments that it is difficult 
to avoid taking sides, and that ‘objectivity is not the absence of subjectivity but a 
particular form of it’ (p3). For this reason, a reflexive statement has been included in
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this study, which includes acknowledging the historical and cultural context as well 
as my personal position in relation to the data. It is also important to acknowledge 
here that as I was using archival data, I was somewhat distanced from the process. 
However, I feel this enabled me to take a more objective view of the discourse, and 
to note the ways in which the researcher may have influenced the research, for 
example through her use of terms such as trauma or PTSD.
Burman (2003) also raises the importance of analysing the analytic framework, 
which should include a ‘declared set of theoretical presuppositions’ (Burman, 2003, 
p2) that allow others to evaluate the analysis itself. For this reason, I explore my own 
particular orientation to the topic area and my particular approach to discourse 
analysis in the introduction and method sections of this study.
As argued earlier, any evaluative criteria for a discourse analysis study is a 
construction. Willig (2008) describes criteria of internal coherence, rigour, 
transparency, reflexivity and usefulness as key aspects to consider in evaluating 
qualitative work. I hope this study is coherent in terms of its interconnectivity with 
the study that generated it (Reeves 2011). In order to maintain coherence, it has been 
necessary to be selective in what to include both in terms of literature and data, and I 
acknowledge how this contributes to the constructed nature of this research. 
However, a rigorous approach grounded in Willig's six stage methodology was 
followed which not only provides a clear structure for the work, but also enables 
others to have a point of reference by which to interpret it as a construction in itself. I 
hope I have taken a reflexive approach throughout, acknowledging my unique 
position and history as fundamental to the construction of this study, and what this 
has both enabled and disabled. Lastly, with regard to usefulness, I hope that my study
215
has gone some way to illuminating further what seems to be a significant gap 
between the culturally available labels used to describe distress, and the implications 
this has for veterans’ subjective experiences.
Finally, Burman (2003) highlights Antaki et al’s (2003) comment that that 'good 
analysis always moves convincingly back and forth between the general and the 
specific' (cited in Burman, p4). She takes issue with the use of the word 
‘convincingly,’ asking the question, ‘What is 'convincing' to whom, and why?’ 
(Burman, 2003, p4) This is a key issue in the evaluation of discourse analysis studies, 
and mine is no exception.
Critique o f the media sampling
One criticism of this study could be that, although they had the highest circulation 
figures,the newspapers selected for analysis were somewhat skewed, and their 
particular political context and subsequent coverage of recent conflicts might have 
influenced their content. Of course, other articles from other publications might have 
yielded different results; as acknowledged before, this study is grounded and situated 
in a particular historical context with particular assumptions. However, a newspaper 
such as The Sun has not maintained one stable political affiliation, moving from 
supporting Margaret Thatcher and the Tory government in the 80s towards 
supporting Labour in the advent of Tony Blair coming to power in 1997. However, 
the Mail and the Telegraph are both significantly, though not exclusively, right-wing 
and conservative-leaning.
As mentioned previously, I do not claim representativeness from my data selection. I 
aim to provide a cultural counterpoint to consider another context in which
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discourses around trauma may be deployed. It could be argued that something might 
have been lost by integrating these two data sources. However, I would argue that a 
discourse analysis view of the world considers the person as constructed by and 
through discourse in the social world. In Foucauldian terms, it is the social world 
which mediates the ‘reality’ as experienced by individuals. If this assumption is 
made, then it follows that it while it is useful to consider something from an 
intrapersonal and interpersonal perspective, it is also important to view it from the 
perspective of wider culture and society. That is why the newspaper sample has 
something to offer the overall analysis.
It might have enhanced this study had a wider range of discourses about trauma and 
PTSD been accessed. This could have been achieved though analysis the accounts of 
families of veterans diagnosed with PTSD for example, or through focussing on how 
female veterans construct trauma. Further work could focus on this.
217
References
Addis. M.E. & Mahalik, J.R. (2003) Men, masculinity and the contexts of help- 
seeking. American Psychologist, 58(1), 5-14.
American Psychiatric Association. (1987). Diagnostic and Statistical Manual o f
Mental Disorders (III-R ed.). Washington: American Psychiatric Association.
American Psychiatric Association. (2000). Diagnostic and Statistical Manual o f  
Mental Disorders (IV-TR ed). Washington: American Psychiatric 
Association.
Antaki, C., Billig, M., Edwards, D., Potter, J. (2003). Discourse Analysis Means 
Doing Analysis: A Critique of Six Analytic Shortcomings. Discourse 
Analysis Online, 7(1).
Barker, E.R. (1989). Caregivers as Casualties. Western Journal o f  Nursing 
Research, 77(5), 628-631.
Bentall, R.P. (2009)Doctoring the mind: Why psychiatric treatments fa il  London: 
Penguin.
Blank, A. S. (1985) The unconscious flashback to the war in Vietnam veterans: 
Clinical mystery, legal defense and community problem. In 
Sonnenberg, S.M., Blank, A.S. & Talbott, J.A (Eds.), The Trauma o f  
War: Stress and Recovery in Vietnam Veterans p. 297. Washington
218
DC: American Psychiatric Press.
Borges, J.L. (1965) Other Inquisitions. Texas, University of Texas Press.
Bowler, P. J. (2003). Evolution: the history o f an idea. Berkeley: University of 
California Press.
Boyle, M.(2002). Schizophrenia: A scientific delusion? (2nd edn). London: 
Routledge.
Boyle,M. (2004). Preventing a non-existent illness? Some issues in the prevention of 
‘schizophrenia’. Journal o f  Primary Prevention, 24(f), 445-69.
Boyle, M. (2007) The problem with diagnosis. The Psychologist, 20(5), 290-2.
Bracken, P.J. (2001). Pos-modemity and post-traumatic stress disorder. Social 
Science & Medicine 53 (6), 733-743.
Bradshaw, S. L., Ohlde, C. D., & Home, J. B. (1991). The love of war: Vietnam and 
the traumatized veteran. Bulletin O f The Menninger Clinic, 55(1), 96-103.
Brown D, Scheflin AW, Hammond DC. 1998. Memory, Trauma Treatment, and the 
Law. New York: Norton
219
Brunner, J. (2000). Will, Desire and Experience: Etiology and Ideology in The 
German and Austrian Medical Discourse on War Neuroses, 1914 - 1922. 
Transcultural Psychiatry, 37(3), 295-320.
Burki, T. (2010). Healing the mental scars of combat. The Lancet, 376 (9754), 1727- 
1728.
Burkett BG, Whitley G. 1998. Stolen Valor: How the Vietnam Generation Was 
Robbed of its Heroes and its History. Dallas, TX: Verity
Burman, E. (2003). Discourse Analysis Means Analysing Discourse: Some
Comments On Antaki, Billig, Edwards And Potter 'Discourse Analysis 
Means Doing Analysis: A Critique Of Six Analytic Shortcomings.’ Discourse 
Analysis Online
Burr. V. (1998). Realism, relativism, social constructionism and discourse. In Parker, 
I (ed.) (1998) Social Constructionism, discourse and realism. London: Sage.
Burstow, B. (2005). A critique of post traumatic stress disorder and the DSM. 
Journal o f Humanistic Psychology, 45 (429-447).
Connell, R.W. (1995). Masculinities. University of California Press: Berkeley, CA.
220
Courtenay, W. (2000). Constructions of masculinity and their influence on men's 
well-being: a theory of gender and health. Social Science & Medicine 50: 
1385-1401
Courtois, C. A. (2008). Complex Trauma, Complex Reactions: Assessment and 
Treatment. Psychological Trauma: Theory, Research, Practice and Policy ,41, 
86 - 100 .
Daly, R.J.(1983). Samuel Pepys and Post-Traumatic Stress Disorder. British Journal 
o f Psychiatry, 143, 64-68.
Deahl, M., Srinivasan, M., Jones, N., Thomas, J., Neblett, C., & Jolly, A. (2000). 
Preventing psychological trauma in soldiers: The role of operational stress 
training and psychological debriefing. British Journal o f Medical Psychology, 
75 (1), 77-85.
Dieperink, M., Leskela, J., Thuras, P., & Engdahl, B. (2001). Attachment style
classification and posttraumatic stress disorder in former prisoners of war. 
American Journal o f Orthopsychiatry, 77(3), 374-378.
Emery, V., Emery, P. E., Shama, D. K., & Quiana, N. A. (1991). Predisposing 
variables in PTSD patients. Journal O f Traumatic Stress, 4 (3), 325-343.
Fairclough, N. (2003) Analyzing Discourse. London: Routledge.
Fear, N.T., Jones, M., Murphy, D., Hull, L., Iversen, A., Coker, B., Machell, L., 
Sundin, J., Woodhead, C., Jones, N., Greenberg, N., Landau, S., Dandeker,
221
c., Rona, R., Hotopf, M. &Wessely, S. (2010). What are the consequences of 
deployment to Iraq and Afghanistan on the mental health of the UK Armed 
Forces? A cohort study. In The Lancet, 575(9728), 1783-1797.
Ford, J. D. (1999). Disorders of extreme stress following war-zone military trauma: 
Associated features of posttraumatic stress disorder or comorbid but distinct 
syndromes? Journal o f Consulting And Clinical Psychology, 6 (1), 3-12.
Ford, J., & Courtois, C. (2009). Defining and understanding complex trauma and 
complex traumatic stress disorders. In C. Courtois & J. Ford (Eds.),
Treating complex traumatic stress disorders. New York: Guilford
Fossey, M. (2010). Across the wire: Veterans, mental health and vulnerability. 
London: Centre for Mental Health.
Freud, S. (1962). The aetiology of hysteria. In J. Strachey (Ed.), The standard edition 
of the complete psychological works of Sigmund Freud(Vol. 3). London: 
Hogarth.
Friedman, M.J., Resick, P.A., Bryant, R.A. & Brewin, C.R. (2010). Considering 
PTSD for DSM-5. Depression and Anxiety, 28{9), 750-769.
Goldberg, D., & Huxley, P. (1980). Mental Illness in the Community: Pathways to 
psychiatric care.. London, United Kingdom: Tavistock Publications.
222
Green, B. L., Lindy, J. D., & Grace, M. C. (1988). Long-term coping with combat 
stress. Journal O f Traumatic Stress, 7(4), 399-412.
Gunn, J., & Shergill, S. (2001). Editorial: Post-traumatic stress disorder as a bodily 
injury. Criminal Behaviour And Mental Health, 77(2), 67-72.
Hacker Hughes, J., Eamshaw, M., Greenberg, N., Eldridge, R., Fear, N., French, C., 
Deahl, M. & Wessely, S. (2008). The use of psychological decompression in 
military operational environments. Military Medicine, 173, 534-538.
Hacking, I. 1999. The social construction o f what? Cambridge, MA: Harvard 
University Press.
Herman, J. (1992). Trauma and recovery. New York: Basic Books
Hoge, C. W., Castro, C. A., Messer, S. C., McGurk, D., Cotting, D. I., & Koffman, 
R. L. (2004). Combat Duty in Iraq and Afghanistan, Mental Health Problems, 
and Barriers to Care. The New England Journal O f Medicine, 557(1), 13-22.
Horn, 0., Hull, L., Jones, M., Murphy, D., Browne, T., Fear, N., Hotopf, M., Rona 
R., & Wessely S. Is there an Traq War Syndrome’? Comparison of the health 
of UK service personnel after the Gulf and Iraq wars. The Lancet, 367, 1742- 
1746.
223
Hotopf, M,, Hull, L., Fear, N., Browne, T., Horn, O., Iversen, A., Jones, M., Murphy,
D., Bland, D., Eamshaw, M., Greenberg, N., Hacker-Hughes, J., Tate, R., 
Dandeker, C., Rona, R., & Wessely, S. (2007). The health of UK military 
personnel who deployed to the 2003 Iraq War. The Lancet, 367,1731-1741.
Iversen, I., Nikolaou, V., Greenberg, N., Unwin, C., Hull, L., Hotopf, M.,
Dandeker,C., Ross, J., & Wessely, S. (2005). What happens to British 
veterans when they leave the armed forces? European Journal o f Public 
Health, 75(2), 175-184.
Iversen, A. C., Fear, N. T., Ehlers, A. A., Hughes, J., Hull, L. L., Eamshaw, M. M., 
& Hotopf, M. M. (2008). Risk factors for post-traumatic stress disorder 
among UK Armed Forces personnel. Psychological Medicine, 38(4), 511- 
522.
Iversen, A. C., van Staden, L., Hughes, J., Browne, T., Hull, L., Hall, J., & Fear, N. 
T. (2009). The prevalence of common mental disorders and PTSD in the UK 
military: Using data from a clinical interview-based study. BMC Psychiatry, 
9, 68.
Iversen, A. C., van Staden, L., Hughes, J., Browne, T., Greenberg, N., Hotopf, M., & 
Fear, N. T. (2010). Help-seeking and receipt of treatment among UK service 
personnel. The British Journal O f Psychiatry, 197 (2), 149-155
Jakupcak, M., Osborne, T. L., Michael, S., Cook, J. W., & McFall, M. (2006). 
Implications of masculine gender role stress in male veterans with
224
posttraumatic stress disorder. Psychology O f Men & Masculinity, 7 (4), 203- 
211 .
Jenkins, J. (1996). Culture, emotion, and PTSD. In A. J. Mar sella, M. J. Friedman, E 
T. Gerrity, & R. M. Scurfield (Eds.), Ethnocultural aspects of posttraumatic 
stress disorder. Issues, research, and clinical applications (pp. 165-182). 
Washington, DC: American Psychological Association.
Jones, E., Vermaas, R., McCartney, H., Beech, C., Palmer, I., Hyams, K., & 
Wessely, S. (2003). Flashbacks and post-traumatic stress disorder: The 
genesis of a 20th-century diagnosis. The British Journal O f Psychiatry, 
7,^2(2), 158-163.
Jones, E., & Wessely, S. (2003). 'Forward Psychiatry' in the Military: Its Origins and 
Effectiveness. Journal O f Traumatic Stress, 16 (4), 411-419.
Jones, E., Hyams, K., Wessely, S. (2003) Screening for vulnerability to
psychological disorders in the military: a historical analysis. Journal o f  
Medical Screening, 10{\) 40-46.
Kevles, D.J., Testing the Army's Intelligence: Psychologists and the Military in 
World War I. The Journal o f American History, 55(3), 565-581.
Kilmartin, C. (2005). Depression in men: Communication, diagnosis and therapy.
225
The Journal o f M en’s Health and Gender, 2(1), 95-99.
Kilshaw, S. (2006) On being a Gulf War Veteran: An anthropological study. 
Philosophical Transactions of the Royal Society, 361(1468). 697-706
Kozaric-Kovacic, D., Marusic, A., & Ljubin, T. (1999). Combat experienced soldiers 
and tortured prisoners of war differ in the clinical presentation of post­
traumatic stress disorder. Nordic Journal O f Psychiatry, 55(1), 11-15.
Korn, D. L., & Leeds, A. M. (2002). Preliminary Evidence of Efficacy for EMDR 
Resource Development and Installation in the Stabilisation Phase of 
Treatment of Complex Posttraumatic Stress Disorder. Journal o f Clinical 
Psychology, 58, 1465-1487.
Langston, V., Greenberg, N., Fear, N., Iversen, A., French, C. & Wessely, S. (2010). 
Stigma and mental health in the Royal Navy: A mixed methods paper. 
Journal of Mental Health, 19(1): 8-16.
MacManus, D. D., Dean, K. K., A1 Bakir, M. M., Iversen, A. C., Hull, L. L., Fahy, T.
T., & Fear, N. T. (2012). Violent behaviour in UK military personnel 
returning home after deployment. Psychological Medicine, ^2(8), 1663-1673.
226
Marsella, A. J., Friedman, M. J., & Spain, E. (1996). Ethnocultural aspects of PTSD: 
An overview of issues and research directions. In Marsella, A.J., Friedman, 
M.J., Gerrity, E.T., & Scurfield, R.M. (Eds). Ethnocultural aspects o f
posttraumatic stress disorder: Issues, research, and clinical applications 
(105-129). Washington DC: American Psychological Association.
McHugh, P. R., & Treisman, G. (2007). PTSD: A problematic diagnostic category. 
Journal O f Anxiety Disorders, 21 (2), 211-222.
McNally, R. J. (2003). Progress and controversy in the study of posttraumatic stress 
disorder. Annual Review o f Psychology, 54, 229-252.
Mollica, R., Wyshak, G., & Lavelle, J. The psychosocial impact of war trauma and 
torture on Southeast Asian refugees. American Journal o f Psychiatry, 
144:1567-1572.
Ministry of Defence (n.d.) Trauma Risk Management TRiM. Retrieved From 
http://www.armv.mod.uk/welfare-support/23245.aspx
Moller-Leimkuhler, A.M. (2002). Barriers to help-seeking by men: a review of
sociocultural and clinical literature with particular reference to depression. 
Journal o f  Affective Disorders, 71, 1-9.
227
Mulligan, K., Jones, N., Woodhead, C., Davies, M., Wessely, S., & Greenberg, N. 
(2010). Mental health of UK military personnel while on deployment in Iraq. 
The British Journal O f Psychiatry, 197 (5), 405-410.
O’Brien, R., Hunt, K., Hart, G. (2005). ‘It’s caveman stuff, but that is to a certain 
extent how guys still operate’: men’s accounts of masculinity and help 
seeking. Social Science & Medicine 61: 503-16
Obenchain, J. V., & Silver, S. M. (1992). Symbolic recognition: Ceremony in a 
treatment of post-traumatic stress disorder. Journal O f Traumatic Stress, 5(1), 
37-43.
Oliver, M. (1990) The Individual and Social Models of Disability. Paper presented at 
Joint Workshop of the Living Options Group and the Research Unit of the 
Royal College of Physicians, Leeds.
0mer, R. J., Lynch, T., & Seed, P. (1993). Long-term traumatic stress reactions in 
British Falklands War veterans. British Journal O f Clinical Psychology, 
52(4), 457-459.
Parker, L, 1992, Discourse dynamics: Critical analysis for social and individual 
psychology, London: Routledge.
228
Patel, N. (2011). The Psychologization of torture. In M. Rapley, J. Moncrieff & J.
Dillon (Eds). Demedicalising Misery: Psychiatry, psychology and the human 
condition. (239-256). Basingstoke: Palgrave Macmillan
Pearce, K. (1985). A study of Post Traumatic Stress Disorder in Vietnam veterans. 
Journal o f Clinical Psychology, 47 (1), 9-14.
Pelcovitz, D., Roth, S., Mandel, P., Kaplan, S., Resick, P., & van der Kolk, B.
(1997). Development of a Criteria Set and a Structured Interview for 
Disorders of Extreme Stress (SIDES). Journal o f  Traumatic Stress, 70, 3-17.
Penk, W., & Robinowitz, R. (1987). Post-traumatic stress disorders among Vietnam 
veterans: Introduction. Journal O f Clinical Psychology, 43 (1), 3-5.
Pitman, R. K. (2006). Combat effects on mental health: The more things change, the 
more they remain the same. Archives O f General Psychiatry, 63 (2), 127-128.
Pope HG Jr, Hudson JI, Bodkin JA, Oliva P. 1998. Questionable validity of
"dissociative amnesia" in trauma victims. British Journal o f Psychiatry 
172:210-15
229
Poster, M. (1990) The Mode o f Information: Post-structuralism and Social Contexts, 
Cambridge: Blackwell.
Reeves, P. (2011). A Thematic Analysis o f how combat-related trauma is currently 
understood and made sense o f amongst British Army veterans. Unpublished 
doctoral dissertation. University of Surrey, Guildford.
Richardson, L.K., Frueh, B.C., Acierno, R. (2010) Prevalence estimates of
combat-related PTSD: A critical review Australia and New Zealand Journal 
o f Psychiatry, 44 (1) 4-19.
Ringel, S., & Branded, J.R. (2012). Trauma: Contemporary directions in theory, 
practice and research. New York: Sage.
Robinson, Lucy (2012) Explanations of post-traumatic stress disorder in Falklands 
memoirs: the fragmented self and the collective body. Journal o f War and 
Culture Studies, 5(1), 91-104.
Rona, R. J., Hooper, R., Jones, M., Iversen, A. C., Hull, L., Murphy, D., & Wessely, 
S. (2009). The contribution of prior psychological symptoms and combat 
exposure to post Iraq deployment mental health in the UK military. Journal 
O f Traumatic Stress, 22( 1), 11-19.
230
Rosenheck, R., & Fontana, A. (1996). Ethnocultural variations in service use among 
veterans suffering from PTSD. In Marsella, A.J., Friedman, M.J., Gerrity,
E.T., & Scurfield, R.M. (Eds). Ethnocultural aspects o f posttraumatic stress 
disorder: Issues, research, and clinical applications (pp. 483-504). 
Washington DC: American Psychological Association.
Russell, D. (1984). Sexual exploitation: Rape, child sexual abuse, and sexual 
harassment. Beverly Hills, CA: Sage.
Schlenger, W., & Fairbank, J. (1996). Ethnocultural considerations in understanding 
PTSD and related disorders among military veterans. In Marsella, A.J., 
Friedman, M.J., Gerrity, E.T., & Scurfield, R.M. (Eds). Ethnocultural
aspects o f posttraumatic stress disorder: Issues, research, and clinical 
applications (pp. 415-435). Washington DC:American Psychological 
Association.
Schnurr, P.P., Lunney, C.A., & Sengupta, A. (2004). Risk factors for the
development versus maintenance of posttraumatic stress disorder. Journal 
o f Traumatic Stress, 17(2) 8 85-95.
Schnyder U, Moergeli H, Klaghofer R, Buddeberg C. 2001. Incidence and prediction 
of posttraumatic stress disorder symptoms in severely injured accident 
victims. Am. J. Psychiatry 158:594-99.
231
Sewell, K. W., & Williams, A. M. (2001). Construing stress: A constructivist 
therapeutic approach to posttraumatic stress reactions. In Neimeyer, R.A. 
(Ed), Meaning reconstruction & the experience o f loss (pp. 293-310). 
Washington DC: American Psychological Association.
Shay, J. (1991). Learning about combat stress from Homer's Iliad. Journal O f 
Traumatic Stress, 4 (4), 561-579.
Shepherd, B. (1999) Pitiless psychology: the role of prevention in British military 
psychiatry in the Second World War. In History o f Psychiatry, 10(40), 491- 
524.
Shepherd, B (2002) The Rise of the Trauma Culture, in Hovens., J.E. & Van Der
Ploeg G.J., (Eds). De Historié Vande Psychiatricals Basis Voor De Toekomst 
(pp. 13-30) Rotterdam: Delta Psychitistrisch Ziekenhuis.
Solkoff, N., Gray, P., & Keill, S. (1986). Which Vietnam veterans develop 
Posttraumatic Stress Disorders? Journal O f Clinical Psychology, 42(5), 687- 
698.
Summerfield, D. (1995). Addressing Human Response to War and Atrocity: Major 
Challenges in Research and Practices and the Limitations of Western 
Psychiatric Models. In R.J. Kleber, C.R. Figley & B.P.R. Gersons (Eds). 
Beyond Trauma. Plenum Press: New York: Plenum Press.
232
Summerfield, D. (1997). The impact of war and atrocity on civilian populations. In 
D. Black, M. Newman, J. Harris-Hendriks, & G. Mezey (Eds.),Psychological 
trauma: A developmental approach (pp. 148-155). London: Gaskell
Sundin, J., Forbes, H., Fear, N. T., Dandeker, C., & Wessely, S. (2011). The impact 
of the conflicts of Iraq and Afghanistan: A UK perspective. International 
Review O f Psychiatry, 23 (2), 153-159.
The Guardian (.n.d.) National Daily Newspaper Circulation. Retrieved from
http://media.guardian.co.uk/circulationfigures/tables/0..648560.00.html
Turnbull, G.J., (1998) A review of Post-traumatic stress disorder: Part I: 
Historical development and classification Injury 29(2), 87-91.
van der Kolk, B. (1996) The History of Trauma in Psychiatry. In Friedman, M.J., 
Martin, K. & Resick, P. A. The Handbook o f PTSD, Science and Practice.(pip 
406-424) New York: The Guildford Press.
van der Kolk, B. A., Weisaeth, L., & van der Hart, O. (1996). History of trauma in 
psychiatry. In B. A. van der Kolk, A. McFarlane, & L. Weisaeth (Eds.), 
Traumatic stress: The effects o f overwhelming experience on mind, body and 
society (pp. 47-76). New York: Guilford
van der Kolk, B. A. (2002). Assessment and Treatment of Complex PTSD. In R.
233
Yehuda, Treating Trauma Survivors with PTSD (pp. 127-151). Washington: 
American Psychiatric Publishing.
van der Kolk, B. A. (2005). Developmental trauma disorder: Toward a rational
diagnosis for children with complex trauma histories. Psychiatric Annals, 35 
(5), 401-408.
Wakefield, R.C., & Spitzer, J.L. (2002). Lowered estimates, but of what? Archives o f  
General Psychiatry, 59, 129-30.
Wessely, S., & Jones, E. (2004). Psychiatry and the Lessons of Vietnam: What were 
they and are they still relevant? War and Society, 22, 89-103.
Willig, C. (2008). Introducing Qualitative Research in Psychology (2nd ed.). 
Maidenhead, Berkshire, UK: Open University Press.
Wilson, J. P. (1994). The Historical Evolution of PTSD Diagnostic Criteria: From 
Freud to DSM-IV. Journal o f Traumatic Stress, 7, (4), 681-698.
Wills, T.A., & DePaulo, B.M. (1991). Interpersonal analysis of the help-seeking 
process. In C.R. Snyder & D.R Forsyth (Eds.), Handbook of social and
clinical psychology (pp350-375). Elmsford, NY: Pergamon 
World Health Organization. (1992). The ICD-10 Classification of Mental and
234
Behavioural Disorders. Geneva, Switzerland.
Yardley, L. (2000). Dilemmas in qualitative health research. Psychology and Health, 
75,215-228.
Young, A. {\995).The harmony o f illusions. Inventing post-traumatic stress disorder. 
Princeton, NJ: Princeton University Press.
Zeiss, R. A., & Dickman, H. R. (1989). PTSD 40 years later: Incidence and person- 
situation correlates in former POWs. Journal O f Clinical Psychology, 45 (1), 
80-87.
235
Appendix 1: Information sheets and consent forms given to participants, and ethical 
approval granted.
236
Appeadii S: Wkwrmadom for Pajtidpaïits
^  UNMk'^iiYOK
* ! ?  S U R R E Y
I M  O llM .V m iX  10I{  l»AIVI l(  l i M M ’S
Tati# of Study;
A DISCOURSE ANALYSES OF THE CONSTRUCTION OF TRAUMA 
AMONGST EX-UMTEO KINGDOM MIUTARY PERSONNEL
m
237
ITIOX FOR R llll IFIF I^M S
Si1 111 t i l t »
'' U 'A } ii ' \  A, r  "1 IV' ',bA. Wi W «T'-:) af.; LV»*z *: i U
IMii mtA lo iAhk l>IMt
hetaskpdmda
.'WfT r  e :fécvwii J irK:'l «( n' yc I -n nrM"<; ".6 si iM^,
if ÿtxi wMh f*#i tme K) ask m# #n^  <%i#)tiiorts *b(xx W% mseaKh w amy^ainq thaï À
w ii  I f  IS I III: i» i 111‘i i s i ;  i f f  i  h i  h i  s i  i m  it*
( I I Ü vr f , jM of a Iraumaitfvert.
1 aucm j& fetHarB) qu#^  kw,. gming anxiws 
lo ff «A$ofm»tio^  iai # e  rxMjw afxl m 
I M l  < W # R ï M » a l o n g i m R 4 i b i ^ W à > y # [ b i k | N M p
number cfctcDk report (h-*
'(hey e%pw Af a varaety of fs )  i
aa d  ha,Ai^ pruAwOA: sipppinr a  »
SkidifKf veA\ ilMi peop* (11 #
W  (liWie pauKApil*
AFa II - a - f t  c-1wve Iw ked a l  Whr this % the *  is o lleo  s a d  IW  aM* 
PKSbWms w  diMKultuM around a& m g la* lieip & #  m ere h ,w  been om ef studw s m at 
ichow t W  peoere in the aceriy aclaki# d(»s't Ihmk b*#y  of peo p #  w #o hawe these eWeos, 
A'luLli sktMie'.ht'Mi tv ; ;  s r v l n g u  w  a 'w y  ' "  t  :'ws r  : .  ü , , I .,t
A'f-c«"«l'C owfr Ji iK'am.s U.-.-k f  ..r u  n'''jp',A%t: Ua e virA-. i , , t i it r,
HIKI IS DHiSL THIS RiSIUIUTi?
My nggne is PameW Keeves and  I am  cutrently (k^A^g my 
d o o w a te  mi tWwl pathology m the Uni'A'Mdy of Sumey.
1 wir doi'p; '{ '/ aUy Is M'f I ' ''4: LOtiMMlwdti tL,' a';»'
doUwatf
197
238
miORHÆTEON IFOR PARMCUUXTS
wn% 10KE% i x y n t w  TO TAKE PART?
* am k)ok:r.g fo ' men and women ovff the a ç f  of 1ù who ha-o vw kad for if% UK a^my 
I fWH Ijokmg fer arross diffrent wnks to (fy and o#t a (tYiuce of how these 
Asues are ckcussed ;n drfferent places m the orgar'satmn
You "JVC liciii idcnlified as scniecne v<i;u fLwü (hose 'eq^reinenb ü'W yvv ir/e in the 
iWmnWufe/ W dhnre Area dtmnd the time of the study.
j am hoping to sw a l to ;* grojps of pec^e, each with hetv.ven «) and 8 pooufc. who all 
mee: these cr leria
1huomupkwi!)eiUierUea;|mènerai /vmni 
NO I HAM! TO TAKE PART?
:t 6  entire /  up to you to decide if yuj w  !:,h to take uarL I w J  diaxJiUu if ic itudy and 
go Uuougfi al the 'nformatid m th,s form a« weff as fy  ava ah'e lo arywer any oilier 
questions you may nave.
VVhen yuj ha/e had a dwune to Ih nk about v,rhdt we have talkW abcm* arW the 
mfnrm.ihnn «n this form, you can decide dyou wkh to (na* paif
:f yu J  dec,de W ^  W%e#d. you win need to a consent form to $ay that 
to prciecd
You '.Wl he Ire lo w uij'dsv at an/ liriie without having to C've a r e a w
we happy
198
239
m ixt w iy. i fiK ASKim i<i »o?
IWÜ! r r «  w :n me end Wtwoon 3 end 7 olhiir pi opl'" who wrri* of s m hr mnk (o 
YOu'ielf. I ATI hcoing to have these 'id lin g s  very so that no-one has lc travel ^ery 
far SYc Wi. ni%% hkf fy in pbcei, such as a v.lLx/c h»'), luwn or ,* lu:,!' 1ut.,h 
Legkm club.
T Qroii% w! I be x t  uo when I hayp a fev/ people w*'c are v J '.rç  to t=lo pert, so ths 
drt.i: c nr wiH^n And wnert will Lv icnhrmed w^cn I have :ome pMiirpartt, ht;t yo j wn ;W 
be <; ven *ùts of "lOlicc.
; 1',#  (tra j  a Uiicussic-n t»t\vucn the y a .o  and we v / l  w /er a range of toocs Djch as ena:
P"'!; ' m ' 11 (i, :hr woid 'I f f , 'w ' <nHyt*nr A^ vuft rowtl.ic mpi ' I'fA ' :»' pK»m 
rob V/e w * tall about witrther cr not yo j  think pecpio should ask for he'p a^d Ahtther 
* I'M I n ( !ilr 'n ( i  f,f « y  .1W' 1 )f 1,1 iM.'in t«J lu  ^ i,if** ,N4'^*'Ml ' in ,* Afior t y« t 
dn not w:sr, too Ybu do n-ot have to have expezenced any traumatic ever,: to take ;>an 
/ ,  ih„ I du uut tlK  %r,yoif wfl f W tl e convr.,*iryw rnti.rta%c '"g
O' (I t:T:sinq in f  ny -Afy, kut if this snou'd happen, I will be ab'e to crve you rn^ormat on 
aljuut %\'H' lo r f  t .Lppo t
Ihr* qmup ditomion shot)^ tat e fdxotil an hour and you vmukf not h a #  t < tt# i<l " t ru 
(ban once
bu\ n. n d  a piysLal oxcfdse. tlw e aie w  real riAttktio^scn yo.,r lifestyle before harvj, 
citho.ch It would be prek'ftd if you wur# not ;,rtdei the in'lik'.%puf y<'Vi<)| ut tlx» tmie 
ol th* ore. p d'scusvcm.
At tl,' une cf (!'.<; Study yo=j can havic a coit^ of the fmdiogs. If you want bo, please M  me
M im  AM  TUE WENKMTS Of< tMitSii l*Airf?
'.'uoy w, I n n  yn,i c uvtly. but V f  -ifufrioiiu' roAy lie fit n  h' l^firni) US
LnJk'cWnd 'tacLon: :o vcuma anda<kiu!j for K ip
R HATAHE TIIK FÜ SSm iÆ  WINAIHANTABKS AXD m S K S  III- tAKIIVR E U IT ?
' twNf M'e v4iy few rhts in taking part m li, c prujcit :( posub'e that you may feel 
u iW f  TOrtablO C: times dunng the discuss vn, hd.scvf r y.rv w I 'lol r%" J  i r  l,il, . ut yu,jf 
Lwn ex;x'f'f-nce-f direct^ aid  you wU not have to üiadoce an/tfmg you m ' t  w -h 1%.
flu'rc 'u V o r .  po3:!U,litytiat)tufrKjlb-'(fv.L.bVCf uhsebycu If tins n the u y .
: couW slgr^s* you W f if tW  W)p,
199
240
: W m iD M W  m O N  TUE RESEARCW AND WHAT WIU, HAPPEN
II' I DON T WANT Tfï CARRY ON?
You cnn v/.thdmw fmm Ihn rosrwch v.ithout having tn  g.vp n rcnson,
ARE T H E m  ANY RYPENSEN AND PAYHENTN WHW U : W:LL GET?
Yo t w ùv d b f paid for any y a v d  cxponsM innt >ou incur to  go: (o (he d  scussion, 
jp lo  '  10 OC
WHA MY REIXIRHN HK KEITWNMDKNMAL?
1 wi ' be rpccrding (hp d scus^on on a d giial recorder The plan is :o transcriW ihe 
uYO'ding «110 a lyped fomw as guickly as uussArlù. Tue original record oy w;'! then 
üe siofod a ; the  unkersiiy k  locked sio raoe for 10 years The transcribed da ta  w  h then 
be tolaky ancnomysed and will b e  kept on a password protected leplop and memory stick.
th e  consent (orms wil= be stored separate:/ and also locked a t the universily lor 10 years.
This lerigihy storage is so that if ether sciemists c/er dispute my find ngs. they have time to 
gn through the data and check wImUiei I have been t w ^ t  a;uj accurate in my reticrting
* ani unrieiy to need to contact you for furttwr resea%h relating to :his prcjo:% howo'/e", 
d may be that I use Die same information * a t  I collect for other projects m the future.
a. Viflio will have access to the records and resulting data?
Our ny tl;u prcjuct, the o ily  p(*up\' wtin w I Iww utu-s', to  tlw datu myxelf a rd  my 
two %ipervisors for this reseamh. Dr Harker-Hughes is hnad of osycholoo/ for the MoD and 
')i SdiiO'ids X ri tuh* at tK  tl'iiwrs^ty of Surrey Tliuy »vill ,Mi y (wvH uict-/. tu Ux:
annnomysrd data
I w U also be using a transcnber to type up the intersiesvs. This person w  I: h a ,c  to sign a 
confident alitv agrverrient a id  w,l: he chosen from out ot the : x a l a'ca. so tf.ct h" rc i
limiFxl (ha: llK-y will '« eg n ise  anycne's vox# If they cxi recr^gn se anyont' M 
they wouki be expected as part of the conf dentaMy agreement to stop transcribr g
2m
241
I N F Û l l M A T I O M  F O R  P i W l T I C I P A N T S
R H O  I S  O R G A N I S I N G  A m  F U N D I N G  t M E  U F S I A R C I I ?
THf rocrrch being oxcrseci by Urr^ vs ty uf (^ JUTty as p ait c' *ny dudcidi ivciKLh.Tl'Cf Iki.e p':.idfd me v/.(h a sniX' f?' (In; abbot/  ^oUinF h.nnnt; w! rx*
pfziidnd by myscU
R  U A I  W i r X  H A P P E N  T O  T H E  R E S I  L T S  ( I F  T H I S  W m m
I h ;;:x! (o  oub" W% Ib a  f v u l s  i N  I 'l id y  n  a n  H oxyeuih  jo u r n a l  I: " i j y  be  (xr.-.iUk' lo  
pvblch T3FC t i c i  cnc pbM'r 'rom inn a'l/dy. bu ti * f w ( tl:«* r o k  ted
Yk J  w o j  d  neL-rr h f  p e rso n a 't/ld e iiif ia o 'e  In any  p jhLc3t<on
if ; a  n  iiTwb'V iu  p'jbinh th e  s lu d y  a  jc u rn a ' than «; % t le ly  (n-ii ( will p la c e  Ure a b s t r a d  
on ti U.itAtwv- taSf'd T)ri.rr*fton AMparh tnierait'onaF'. The (Mil %vdiUi p.TiLCl Ft* 
th e  un:vsn,it', .vill b e  b o u r :d a id  be ava'kW e (I m u  ,h  in -  un-'.-eisty lilfra-y
I vtculd Ü ao irukü a tupy uF the research avd,«b*e ny u e  MoD.
If r .1 c u w  o i i h K  I wtMjId b e  h%>py %  y o u  o n &
W H O  H A S  H E V I F . W K »  T H E  S T U D Y ?
/J' rev-.^Th I) wPlvU ui uy uu 'ndvi%nixr,t q'oup c f  prcnli-, r a w :  c, n,,n rthe.',
Cmrmittee" wnich has boor: 1 n;: m  p m tfci your se fe iy  nq*:!;, well-b* r g  en d  dnnitv. 
l i t , stu;h h .:. I iTt* » <M'(I ,ni(l ty .t't, r, n fiilikU |' *uri uy I'n. fvtuby , r J  
dUTtan 5:=en:cs Rt&e^cn E d ic , Crxrm n e e  a l the U n x c s ty  o f  Sur'py.
201
242
m : ÜRMAI ION FUR N'Anncn'ANTS
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Appendix 3: Ethical documentation
Chair’s  Action
Faculty of Arts and Human Sciences 
Ethics Committee
Ref:
Name of Student; PAMELA REEVES
Title of Project:
Supervisor:
A Dmooume Analysis of the construction of 
Trauma amongst Ex-Unîted Kingdom Military 
personnel
Dr Laura Simonds
Date of submission: i  5^ J uly 2010
llAfA n f  m .R i ihm ÎA A inn '
The above Project has been submitted to the FANS Ethics Committee.
Favourable ethical approval has now been granted.
Signed: jJ
Adnan
Dated: T u  t y 2 0 , o
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From: Coyle AG Dr (Psychology)
S en t; 10 November 2011 10:32 
To: Simonds LM Dr (Psychology)
S u b jec t: RE: guidance on an ethical m atter
Dear Laura
Provided consen t  is o b ta ined  from th e  original participants for the ir  da ta  to  be used in a 
fu r th e r  study  by a n o th e r  re sea rch er  and provided th e  second  tra in ee  com m its  to  following 
s tandard  p rocedures  re confidentiality and da ta  security, this s tudy  do es  no t require  fu r th e r  
ethical consideration  by th e  Faculty Ethics C om m ittee  because  no new  m ajor ethical issues 
a re  raised. However, th e  draft consen t  form th a t  you a t tach ed  needs  to  include space for 
th e  resea rcher  to  sign it as well as th e  participant.
If partic ipants  do no t respond  within a specified time, it is accep tab le  to  infer consent, 
provided th a t  checks have been  m ade  to  ensu re  th a t  up - to -da te  con tac t  details a re  held for 
all participants. M ore th an  one  a t te m p t  should be m ade  to  con tac t  any non-responders .
Adrian
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UNIVERSITY OF
Consent Form
During 20111 took part in a research study entitled ‘A Thematic Analysis o f how 
combat-related trauma is currently understood and made sense o f  amongst British 
Army veterans 'conducted by Pamela Reeves as part of her doctoral training in 
clinical psychology at the University of Surrey.
At the time I consented to my data being used for this study.
I now give consent for my data to be used in follow-up studies conducted by clinical 
psychology trainees at the University of Surrey and supervised by Pamela Reeves.
I understand that the data I have provided has been anonymised and that the trainee 
clinical psychologists will not be able to identify who I am.
I understand that no other researcher will have access to my name or contact details.
I understand that I will not be identifiable in any publications arising from this 
research.
Signature of participant:
Print Name:
Date:
Signature of researcher -  Pamela Reeves: 
Date:
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Appendix 4: Willig (2008) 6 stage analysis process
Stage 1 -  Discursive Constructions
In looking at the data sources, the first task is to identify instances of constructions of 
trauma. At this point it should be stressed that this does not mean looking for the use 
of the word itself, but more for instances of meaning (and it is of course 
acknowledged here the influence of me as the researcher in this process). As Willig 
(2008) notes, even if there is no direct reference to the object itself, the way in which 
it is talked around may offer important insights into how it is constructed across 
contexts. I refer to these instances of talk as ‘discourses’ (Parker, 1992), although I 
acknowledge that different analysts use different terms which are accompanied by 
other theoretical assumptions (Antaki et al, 2003).
The focus group texts and newspaper article sample were closely read and re-read 
and instances of constructions of trauma were identified. From this it became clear 
that the construction of other objects, for example ‘masculinity’ and ‘the army’ had 
an important effect on how trauma itself was or could be constructed.
Stage 2 -  Discourse
The second task is to explore differences between constructions. This involves 
examining how the different constructions are part of wider discourses, for example, 
if someone talked about being ‘diagnosed’ with trauma, this is located within a wider 
medical discourse around what trauma means.
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Differences between constructions of trauma were noted, and attempts were made to 
locate these within both the historical and cultural context.
Stage 3 -Action Orientation
This stage involves looking more closely at how constructions are deployed and what 
the function of this might be. It is important to bear in mind here that the text within 
discourse analysis is seen as a form of social action (Willig, 2001).
Questions here might include: What is gained by portraying trauma or suffering from 
trauma in a specific way? How does it relate to wider understandings of the 
acceptability of suffering from trauma?
Stage 4 -positionings
This stage of the analysis explored how the constructions identified made certain 
positions available to writers or speakers, and how this related to managing their 
identities successfully. The positioning stage looks at how the use of differing 
discourses within the text allows people (or institutions) to take up or avoid different 
subject positions. For example, a veteran might claim a subject position of strength 
by employing a discourse which constructs trauma as weakness, and placing himself 
outside of it.
Stage 5 -  Practice
This stage considers how constructions and subject positions allow or disallow 
opportunities for action. As Willig describes it ‘...certain practices become legitimate 
forms of behaviour from within particular discourses. Such practices, in turn, 
reproduce the discourses which legitimate them. In this way, speaking and doing
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support one another in the construction of subjects and objects’ (Willig, 2008, pi 11). 
Discourses and subject positions make available certain ways of being and saying 
and limit others, therefore this stage is vital in beginning to explore the power 
dynamics that may be inherent within discourse.
This stage sought to investigate and highlight the implications of the varying 
availability of different subject positions both for the individual and for society’s 
understandings of trauma. The way in which this opened or closed opportunities for 
individuals was examined.
Stage 6 -  Subjectivity
As established in the previous stages, discourses construct social realities. It is 
therefore important at this stage to consider what it means to occupy particular 
subject positions in terms of the subjective experience (i.e. what can be felt and 
thought) that this makes possible for people (or institutions or society). During this 
stage, the relationship between the positions available and the experience of those 
individuals is examined and explored.
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Appendix 5: Extractfrom transcript o f  non-officerfocus group with analysis 
shown
It is difficult to demonstrate the analytic process in the form of an appendix, due 
to the refining of ideas through several re-readings of the text. However, these 
appendices give a flavour of this process, demonstrating the work in progress.
The talk was colour coded according to constructions of trauma that could be 
linked. Some of these were embedded within other constructions, such as what 
it means to be in the army. Several re-readings of the text further illuminated 
this and potential functions of the constructions were considered in accordance 
with Willig’s (2008) six stage criteria. The later stages of the analysis of the 
function of some of the constructions are shown in comments at the side of the 
transcript. Again, these were refined through fiirther readings until the final 
analysis was reached. Broadly speaking, the colour codes reflect stages 1-2 of 
the 6 stages, and the comments section show the beginnings of stages 4-6.
Although the colour codes I have used do not necessarily reflect discrete 
constructions, they show how constructions are linked to later points in the talk.
Colour codes
^urquoisej Trauma constructed from vantage point of present looking back. 
Grey: Trauma constructed as embedded within ‘coping’ and getting on with the 
job.
Ifeal: Trauma constructed as something that isolates people (embedded within 
constructions of what it means to be in the army, part of a discourse of ‘not 
talking.’)
Trauma constructed as something exciting, embedded in construction of 
cohesion within a unit or group being essential to survival.
R«l: Trauma constructed as just being part of the job
£>i^t green: Construction of army as a unified force which requires soldiers to 
fit in
Yellow: Trauma constructed as ‘something’ but defined in terms of how it 
‘looks’/what it’s not.
OK, so you ’ve all been in pretty rough places! LAUGHS OK, so I  guess I wanted to start by 
exploring a bit about what people think the word ‘trauma ’ actually means. What does it mean 
to you when i t ’s used? And it ’s used a lot, what do you think it actually means to you?
Soldier 2 -  Physical or mental, there’s two types o f  traum a. I suppose i f  w e’re talking about 
mental traum a, it’s an inability to cope, or an ability to cope, it depends which way you look 
at it. Traum a can be physical and mental. M ental traum a is an inability to cope
C o m m e n t  [ J l ] :  Trauma defined as 
physical and mental -  fluid concept
C o m m e n t  [ J 2 ] :  Trauma is coping and 
not coping -  functions as making it hard 
pin down and to define? Or hard to talk 
about?
Solider 4 -  To m e it’s about taking som ething away that, w hether it’s at the tim e or later, 
some o f  the struggle I go through at the m om ent is because m y traum a w asn’t  as I picture 
guys in A fghanistan or Iraq or the Falklands, but it was long, there w ere incidents happened, 
but m ore m entally than anything else, and then som ething happens to  your egos that flick that 
up and made m e realise now that I ’m having to deal w ith that trauma. A nd dealing with 
traum a for m e in a, w hen I was in N orthern Ireland it w as very com bative, but non com bative 
in the sam e sense, struggle even m ore because I don ’t think you should be suffering it^ B u t^  
look[ at it a lot more now] so I do think traum a’s that bit that is disturbing you in a w ider way 
and then you know I’ve been unable to cope w ith it or tried to find a  way to  cope
Soldier 1 -  For me it’s ju s t an unw elcom e event that you really, you don’t feel you’ve got any 
control over. 1 mean when (daughter) got ill, i f  I can use that, I kept going into work, I d idn’t 
take any tim e o ff  at all, and w hat I used to  do, when she was really bad, she was in hospital in 
(place in Germ any) for a while and she was on drips and things and, but I w ould go to w ork 
during the day and my w ife w ould go to hospital through the day, and then I’d finish work 
and go to the hospital and she’d go hom e and then I’d stay till sort o f  11, m idnight, w hatever 
and then I ’d go hom e, but then I ’d get up the next day and go to work. A nd tha t’s w hat, I 
thought I was coping really well, I thought I was you know, until there w ere a couple o f  civil 
servant wom en cam e up to m e one day and they w ent (nam e), for G od’s sake, iron your stuff, 
get a haircut, have a shave, you look like shit! A nd I was, and nobody, because f v | i |b ''o d f 
knew what 1 was go ing  th roud i, nobody would com e here and actually no one in the militMyl 
Iwvould actually, and you would have thought they w ould but t h ^  d idn’t, because 1 wwi 
IcareerlpositionD at the tim e and I used to  walk in there and y o u ’d see people sc u n y  a w ^  and! 
they would ju s t think h e’s having a hard tim e, leave him be, you know j A nd I did, I got hom e
C o m m e n t  [ J 3 J ;  Trauma as 'i f  as a 
'thing' -  lack of clarity. But ' i f  is there.
C o m m e n t  [ 3 4 ] ;  Trauma constructed 
from vantage point of present looking 
back. Only possible to talk about in this 
way? Safer? i.e. not employed by army 
anymore and less threat to maintaining 
successful identity.
C o m m e n t  [ 3 5 ] :  Trauma is something 
that 'happens" to you.
C o m m e n t  [ 3 6 ] ;  You have to look' t h «  
part -  if you look alright you are alright. 
Trauma constructed as 'not looking alrigi 
-  appearance important? Function is yoi 
then fit in and don't stick out -  necessar 
for army to achieve its aims but also for 
personal survival.
C o m m e n t  [ 3 7 ] ;  Trauma constructed i 
not talked about -  allows position of 
having successfully managed situation. 
Participant manages position by talking 
about this from vantage point of p r e s e n i  
is beyond organisational criticism or losi 
support of friends.
that night, had a look in the m irror and thought, you know  w hat, you do, you look like crap. 
A nd I w ent and got m y hair cut the next day, sorted all m y kit out and I w as fine after that. 
But it took that not realising actually I was, I thought I was coping really well but I w asn’t 
you know, and that was just, it w asn’t traum a, w ell it w as traum a but it was stress, you know  
it was the stress o f  it all. Traum a is an unw elcom e event in w hich you have no control .^ ^ 0 0 0  
b  the didn't ta lk  about how  I w as w hen I was distressed. People in the niilitMsj
uïd|^voi4  ta lk ing  to m e when I w as distressed^
Soldier 4 -  0 u t  no one, I can’t rem em ber, tha t’s w hat 1 was ju s t  saying about the twi 
nearly! i ’ve been out, because 1 never know if  there ig| jTmean obviously the su p p o rtn e
fence y o u ’re out, the British Lcjgion are veiy  good, ÿou cap , you knowl because I had m^j 
feguries afterwards and thgy have been vgygpodL  but at the tim e there j u s t  doesn’t seem  for ij
toj be there, it’s j u s t  it’s, y ou  know, y o u  g tt back in fee  ball at jjie end o f  t h e ^  
Biom  whatever happBBS^ or la u # i about whatever d or w hatever you saw, and U
’t a traurna, j t  an adventure for ftia t da^ , s
knowj I go t shot or  know somW 0%g large outside W
Soldier 1 - tha t’s the  iW gg isn’t, the bar was alwayg used in the evening tim e. W j
a lad k illed in folace in G erm an y ^  on the  m ggp on day, a  66 cam e in  blind and w hen thfe
■oaour it to  check it, it w ent o ff  inside the armmgy and a yo#g  lad gat killed, an#
aw said, rmW  w e’ll the bar, and the all w ent o f f  you  know  to 1
bait and had a drink and w w y tfiin g  else. That was die sam e nirfit that they  bom bed JH Q | 
fe^muse that all kicked o ff  later on, I w as on the, d a t r  officer at the tim e. Y eah and I did 
feven then it w as strangB that that was the, you  know OK opcB the bar earfy, let the gnys go  ife 
[Have a '# g
C o m m e n t  [ 3 8 ] :  if you can look alright 
you are alright-trauma constructed a 
something hidden? Forbidden?
C o m m e n t  [ 3 9 ] :  Trauma constructed ai 
stress and both coping and not coping -  
fluid concept, cannot be isolated.
C o m m e n t  [ 3 1 0 ] :  if you are distressed 
you get left out -  can't have trauma as pa 
of Identity If you want to be in the group • 
prevents acknowledgement of distress as 
function of being part of the unit?
C o m m e n t  [ 3 1 1 ] :  Trauma constructed 
past
C o m m e n t  [ 3 1 2 ] :  Talking not possible 
alcohol used to mask/explore distress? 
Constructions of being in army and a 
soldier’s Identity key to understanding
C o m m e n t  [ 3 1 3 ] :  Trauma constructed
a more positive way -  as an adventure -  
function is It makes It more palatable ant 
crucially more able to be talked about?
C o m m e n t  [ 3 1 4 ] :  Distress constructei
as managed through alcohol -  way to de 
with distress that fosters camaraderie et 
function Is maintains cohesion as fightini 
force even in the middle of awful event?
Soldier 4 - 1  can feqver rem em ber any o f w ÿ y o ù  know  flOQWirals o r sergeants, s ta ff serfleanfej 
everj saÿBg are you alrig|lt? Never. I can’t recall all that. Officers never asked i f  you  w ere okj
Why do you think that is, why are ...?
C o m m e n t  [ 3 1 5 ] :  Distress not talked 
about -  constructions of what it means to 
be in the army are important.
Soldier 4 - 1  jhink it w as, w hether it w as ju s t  p g t  o f  the jo b , part o f  the set that you ’re [in
I  ~ . Incidents are part o f  the jo b  j
C o m m e n t  [ 3 1 6 ] :  Distress part of the 
job -  inevitable and to be expected -  
function is there’s no getting away from ü
Soldier 2 - 1  think m yself, you know, I jo ined, I don’t know i f  you w ere in the ordnance, I 
was in the ordnance when I jo ined  the A rm y ...
The what?
Soldier 2 -  The ROC, I think it’s called logistical now. But I was in the ordnance to start with 
which given an engineering task as it happens, you know the old bull(?22.08) fuel sort o f  
em ergency systems. A nd I was thoroughly fed up, you know I said before about being 
excited about being in the Forces, and it was like a trade and I w asn’t happy at all, so I 
transferred to Com m ando Brigade after that and that’s when I becam e w ho I w as you know, I 
thought this is w here it’s at. % e  # 6 %  is y o u ’re surrounded super m otivated, vwif f it
iwople aren’t you? So the on ly  time y o u ’re go ing  to th ink that sort o f  im piqged wppn 
|mbili|y to be motivated tends to be locked behind closed doors I thinkj |
Ik) like, fcoing back to in the ordnance and basic training, this is how you  go tic k ln T h e  Army] 
tyou have to go to the sick parade do you know what I mean? (others laurfiing) They basically!
C o m m e n t  [ 3 1 7 ] :  Being In the army 
constructed as being part of a unified ftx 
-  you don’t want to/can’t  stand out -  an 
having trauma means you stick out -  ver 
undesirable position -  function Is keepin 
silent or managing distress In other way!
didn’t! w ant jffgu to  go  sick, it was such a r i g n â ^ e  to be cau tftt sick that you  ju s t  d idn’t 
i c k l  Soldiers around you are a l w ^  sugtr fit and motivated. Being sick irTany w a ÿ ïj
km #M ^table in the arm y.
Soldier 1 -  Y eah, num ber one dress (talk together 22.47)
Sorry just explain that to me, i f  you were ill, you had to do
Soldier 1 -  You had to w ear your dress uniform , so you had to w ear dress uniform  and carry 
enough, sort o f  48 hours’ w orth o f  clothing and your wash kit and everything else, in case 
you w ent to  hospital. But that, and you had to report at 7 o ’clock in the m orning or w hatever 
it was ...|Ânmy procedures make "being sick" VBty difficult, so easier not to be]sick|
Soldier 2 -  T hat’s it, yeah, if  it’s ...
Soldier 1 -  It was really difficult, and actually m ost o f  the tim e you ju s t w ent, you know  w hat 
(al talking and laughing) ju s t sort it ...(723.22) fag ie r  not to be sick in the armyj 
A m  go  thronyifb the procedures.
C o m m e n t  [ 3 1 8 ] :  The army constructs 
as organisation where it is difficult to sho\ 
there Is anything wrong -  function of It 
being so difficult Is that people don't step 
out of line. Being sick aligned with 
weakness -  being sick Includes trauma. 
Trauma constructed In roundabout way.
C o m m e n t  [ 3 1 9 ] :  Trauma constructed
as something the army makes it difficult t 
own. Function - th a t  speaker can critique 
employer ? Wider blame? Not admitting 
trauma constructed as Inevitable.
Soldier 2 -  Aut it w as designed to root out m alingereaj, because there was an elem ent o f  
m alingering in the Arm y, I mean I suppose that goes back to N ational Service and everything 
like that. But you’re fighting, a bit like two sides aren’t you, the bureaucracy, the military, I 
always found, 1 think I was perfectly placed because I w as in the ordnance in w hat 1 called 
like ‘peace tim e’ when I went to the com m ander unit it w as like being in a war, even though 
there was no w ar on! Everybody was at the triple you know, it’s like that isn’t it? And it’s
C o m m e n t  [ 3 2 0 ] :  Being sick associate 
with weakness and malingering -  makes 
hard to own an Identity of 'genuine' 
distress -  function maintaining cohesion 
and preventing discussion of distress?
like the peace tim e A rm y and the w ar tim e A rm y are two different things, and that’s where 
the crossover happens som etim es, you know  m oving from one, you know  into conflict and 
out, isn’t it? I found anyway, jftâpcedures around sickness are in p la c e T o  deal wi@ 
jnailggering. M algagering is som ething the army  is aware o f  from the historical pm&lenislo f  
Rational servicej There are two different arm ies- a peace tim e arm y and a w ar tim e army.
What do you mean by that?
C o m m e n t  [ 3 2 1 ] :  Trauma and 
malingering co-constructed -  Impossible 
for soldier to claim Identity of trauma as 
Identity of weakness and malingering 
accompanies this.
Soldier 2 -  I t’s alm ost like, I used to  get told this actually, this is in the com m ando side, 
they’d said to the likes o f  me, because they m ust know, I used to  say they’re very good man 
m anagem ent aren’t they, they’ve been doing this for thousand years, and you’re allowed to 
?(24.19) down hills and you w ant to  do it. And w e used to  say there’s tw o types o f  solider, 
there’s like a peace tim e soldier, and it’s all hunky-dory and everything’s you know, it’s a 
good jo b , a good career, but w e rise to  the occasion when it happens. [But there’s other blokgfe
Iwriio are hostilities only, and I fell into that category, w hich I d idn’t know, w hich |
’t too fcT py  about to  be honest, but I thought I w as ju s t  like eveiybody else. But that’gj 
ta d  that’s how  they do *< ^^crise it. A nd it’s, I was told that you  are the typft, y o u ’ll havfe
morel d iffW K y because in p a w  tim e y o u ’ll be, and I thought tfaqf’ve go t this all w rong. A nd
they w ere so wrong  because you  know  . .. But my  eo iy s sei 724.56) saidi
lyou are, y o u ’re one o f  them. There are two |ypBB o f  soldiers -a soldier w ho thrives in peacej 
^m e and a soldier who thrives in w ar time]
C o m m e n t  [ 3 2 2 ] :  Construction of 
'difficulty' -  Is this trauma? As being 
dependent on what sort of person you are 
-  and also something that will manifest n o  
necessarily In a conflict situation.
Soldier 1 -  Because there are people who jo in  for the excitem ent and they w ant to go, 
volunteer for every sort o f ... 1 volunteered for things and 1 did everything they wanted m e to 
do, but I never jo ined with that sense o f  excitem ent o f  w anting to go, to m e it was a jo b  and
you know I obviously jo ined  because I was doing business studies or som ething at college 
because my dad w anted to go to college because he hadn’t, and actually 1 d idn’t really like it, 
I ju s t w anted to finish school ...T here  is a type o f  soldier for whom  the arm y is a jo b  and 
there is no excitem ent and no desire for conflict.
Soldier 2 -  A bit o f  adventure really.
Soldier 1 -  Yeah, I was happy w ith the job , I was never particularly looking to go o ff  and 
find a conflict anyway.
Soldier 4 - 1 volunteered for ...
Soldier 1 -  1 did volunteer, I volunteered for the G u lf W ar but I d idn’t, because w e w eren’t 
going to go, so I shifted you know, I had Repro experience and they w ere looking for some 
Repro com m anders and so I did that, whereas I was actually on JA M A S and the JAM AS they 
w eren’t going to take down there. But no I d idn’t, there w ere som e guys who yeah, that was 
all they wanted to do w as be away in conflict somewhere. Some soldiers thrive on being in a 
conflict and want to be there.
Soldier 4 -  W ell I volunteered, I m ean I d idn’t  go ?(26.04) go to the Falklands because I was 
already fresh from Northern Ireland, I d idn’t go the G u lf or the operation in Berlin, but |
w asn’ja b o u t volunteering for war, it w as about you knew  your m ates w ere there, C o m m e n t  [ 3 2 3 ] :  important Identity I 
army of being aligned with friends
Soldier 3 -  Yeah
Soldier 4 -  |And it reaU f was about that, it was oh (nam e) is there o r (nam e) is and #
jHÜ about w a n tii#  to be w ith them, rather than w anting to  apgB B g ho  over the tfljfcTshootinfe 
afnflU  because I don ’t think I ’ve ever been gung ho going over the top shooting a rifle, I did 
some dopey things in Ireland. B u tr t  is about the people you  m ix with. Because the one W UB 
Ike miMtacr do for you is w ithin yo u r regim ent you’ve get, you know  even within y o u r omfe
troop, y o u ’ve go t your own sectian so you ’ll, you know  A  Section w ill go up against B 
Section for having a rom p in the afternoon, then yo u ’ve got 1 troop versus 2 troop, so you ’ve 
got the inter conflict there. Then you’ve got the you know inter squadron, so you’ve got this 
squadron versus that squadron, that regim ent versus that, and then this corps versus ... And 
you’re led all along always to be in, you know, w hatever, you know  w herever you 
might, so it will be the A rm y against the Navy, so no m atter w hat level it was at, it was 
always, you w ere always opposing som ebody, or always in an opposed group w ith 
somebody, which I think was the biggest shock for m e com ing into ...
C o m m e n t  [ 3 2 4 ] :  Cohesion and being 
part of the squad is constructed as very 
Important -  also serves an organisational 
function in that means fighting force 
effective? Also means standing out Is 
further removed as a possibility.
Soldier I -  [You have real loyalties don’t you? I m ean I ’ve always w orked rtqr career, I nevdj 
lonfced for prom otion, I m ean it cam e but I w orked on the basis that yo u ’re always l o y l  tflj 
Ifcpse im m ediately below  you , because they’re  the ones that sort o f  p u t you  there. So my( 
loyaltie^ e r e  always to, i f  it w as the section, mitMÜy it w as the lance proproWL it w as a l w ^
Ipy h a lf  sectiflp, then w hen yo u  get ypu r call it was you  know  it’s m y  troop, I was Icqpal <6 
fliem, or yo u r detachm ent o r w hoever it is. A s Icaig as they  knew  that y o u  w ould do the bttfe 
^ r  them , they  w ould alwag^ do their best for you. A nd it was, it was ju s t, that’s the wpy 
fo rk e d . A nd actually  tha t’s w hat I m iss, that’s w hat I m iss m ore than argffeing I thinfc] 
jWforking in som ewhere like probation, they ju s t don’t have that ethos, A p y  don’t have thaj
C o m m e n t  [ 3 2 5 ] :  Successful army 
Identity aligned with loyalty at all levels. 
People do their best for each other and 
that's how everybody gets by -  link to iK 
being able to stand out In any way, for 
example by experiencing trauma. The un 
Is necessary for survival.
lo y a lfr to  the sort o f  im m ediate team s, and then it gOCB out from  there on. So like y ou  weife
saying! y o u  mifijg ge t to A rm y/N aiy  level and y o u ’d be Icqffil to  the A rm y i f  you  w ere in fsà 
tftnny, but the m om ent it was tri services versus som eone else, y o u ’d  be loyal to  the ttj 
ices, yo u  know  it j ust
C o m m e n t  [ 3 2 6 ] :  Army identity 
constructed in light of what It means to nt 
be In that culture any more.
How do you make sense for you, because you all seem to be nodding about that, that there is 
a sense in which there’s a community that you belong to in the military, and you all seem to 
feel that that’s something you miss. And yet yo u ’ve also said that you never talk about the 
crap stuff. How do you make sense o f  that? What are these friendships based on?
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Soldier 3 -  I’ll tell you, when I was in N orthern Ireland w hen I was about, I m ust have been 
about eighteen. I’d been there about a year or so, and my first w ife w ho w ent o ff  to  Dublin 
for the w eekend, I cam e back and I got in a lot o f  crap about that! 0 u t  a  g a y  in our room , fe 
feuy called (nam e) he w ent off, he was from  DuWin, and the only reason he w as there so h<j
iBDuld go  and see his g-andmother. and on the w ay back he g o t executed, w ell virtually» wel(
he{ was executed in Dundork on the w ^  back he was c a u # it and killed. W e didn’t  get] 
feofeodly ever spoke to us about it. I m ean he w asn’t a friend, but he w as in the room  as us wA 
lyye knew  hlni|. lAmd it’s funny because I actually  blanked that out, and it w as only, I wggmw! 
jwrhen thie^actual conflict was finishing they cam e out and I ’d com pletely foigpttBBjabout 
f e i m  and I cam e out and thgy had a list o f  all the people that died, and I saw his nam e on 
fend I thought, you know and he used to sleep in the next bed to  m e, and it’s a ttM tfe  you jus^  
blanked it out, you ju s t  never thought o f  him aflpinj
C o m m e n t  [ 3 2 7 ] :  No forum for distres 
-  function is keeps it hidden?
C o m m e n t  [ 3 2 8 ] :  Trauma constructeC 
form vantage point of present looking ba 
-  now It is acceptable to talk about distri 
whereas then it was not? Inoculates sold 
from being aligned with Identity of 
weakness or not fitting in at the time.
Soldier 4 -  M m  and I think as well w ithin the section and the w ay they breed that is you don’4 
feyant to be seen as the weak one in the section with a problem  because nobody looks likfe
ÿpu’ve go t a  pHiblem, y o u ’re go ing  out  there, y o u ’re do ing  w hat you  do and y o u  j a t t  don’t^
lyou, I never ggye the impgMsion that I needed to look scared in w hatever I was doing]
whetheiTit was gppund search, w hether it w as yo u  know  getting  shot at down in (p lace) ofe 
IwiMtever. Y ou ju s t  don’t  have that, you ju s t don’t let anyone know because y o u  know  at thfe 
fame you don’t think o f  iYanyway, you  ju s t  g a t on with the jo b , but after the po in t it’fe
i??(30.10)roginient, but y o u  can’t be seen as o r m ade . . . 1 can o n |y  th ink that ev a y o n e  
SiTthinking the sam e b ecau sen o  one ever showed fear in arqpftiqg because that w as you  kno#j 
|. . If  you  have a  problem  you are seen as weak. N eed to gfit on w ith the jo b . D on'tTetaryoaBj 
la o w  that you  are scared. N o-one ever |showe4fear.j
Discourse analysis o f newspaper article.
C o m m e n t  [ 3 2 9 ] :  Weakness is not a 
tolerable position -  functions as enabling 
people to get on with the job as well as 
being part of the squad? Being seen as 
weak more undesirable that actual 
distress? Constructions of what It means t 
be In the army Inseparable from what It 
means to admit or talk about distress.
C o m m e n t  [ 3 3 0 ] :  Trauma constructed 
as weakness. This means people will not 
admit distress which means they must ge 
on with the job despite how they feel -  
function Is it ensures success of fighting 
force -  double edged sword as soldiers 
create this system but are also limited by
The below article was approached using the sam e m ethod as described above in accordance 
with W illig’s (2008) six stage criteria.
Red: Constructions em bedded w ithin a  discourse o f  extrem e violence 
Grey: Traum a constructed in term s o f  com parison w ith physical injuries 
Yellow: Constructions o f  national sham e at ‘neglect’ o f  distress 
Fiàfct Soldiers constructed as superhum an in term s o f  suffering 
%)arkgreen|: Traum a constructed within context o f  returning to civilian life
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